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ACUTE MASTITIS: A STUDY OF 28 CASES.’ 





By Cxarr IssisterR, M.R.A.C.P., D.C.H.,’ 
From the Unit of Clinical Investigation and the Depart- 
ment of Obstetrics, the Royal North Shore Hospital of 
Sydney, Sydney. 





One of the effects of civilisation is the fact that a 
large proportion of human infants have become 
parasites on the cow. 

—ILLINGWorRTH, 1949. 

ACUTE LACTATIONAL MASTITIS is a common condition 
which, if it does not receive the attention it deserves, only 
too often results in the regrettable state portrayed in the 
above-mentioned quotation. While making an investigation 
into the factors that influence the success or failure of 
breast feeding, I sent out a questionnaire to about 200 con- 
secutive patients to find out their problems, the duration 
of breast feeding et cetera. I was surprised that a number 
of babies had been weaned because of mastitis. I there- 
fore decided to make detailed observations in consecutive 
cases of mastitis occurring at the Royal North Shore 
Hospital of Sydney and at a Tresillian mothercraft home, 
in an attempt to assess the main etiological factors and the 
results of treatment. I was, at the time, seeing all patients 
with breast feeding difficulties at both institutions and 





1The subject matter of this paper was first incorporated in 
an address delivered to the annual meeting of the Western 
Districts Medical Association in March, 1952. This paper was 
delivered at a seminar of the Unit of Clinical Investigation, 
the Royal North Shore Hospital, in June, 1952. 

2 Working with a grant from the King George V and Queen 
Mary Maternal and Infant Welfare Foundation. 


making a clinical study of all infections occurring in the 
nursery. 
REVIEW OF THE LITERATURE. 

In reviewing the literature, I found that there tended to 
be two main schools of thought with regard to the etiology 
of mastitis; firstly, those who studied the management of 
breast feeding and stressed the local importance of the 
breasts; and secondly, those who incriminated the staphy- 
lococci in the naso-pharynx of babies and nurses. 


Of the first group, Thomas and Jeffrey (1947) published 
an excellent review covering the prevention and treatment 
of mastitis. Walsh (1949) reviewed 153 cases, critically 
surveyed the unsatisfactory treatment of the past, and 
discussed in detail both medical and surgical treatment. 
He drew attention to the need for close supervision of 
feeding and for the desirability of continuing with breast 
feeding. Waller (1949) stressed the importance of pre- 
natal preparation for lactation as a method of minimizing 
complications such as mastitis. 


In the second group Pyle (1948) discussed the causative 
organism, Staphylococcus aureus hemolyticus, in mastitis 
and infections of the newborn, and cultivated the organism 
from the noses and throats of patients and staff. 
Hesseltine, Freundlich and Hite (1948) recommended peni- 
cillin therapy, and deduced from nose and throat cultures 
in 200 cases that the source of the infection was probably 
the babies’ naso-pharynx. McGuiness and Musgrove (1949) 
reported epidemics of puerperal breast abscess and pustules 
in the babies. They controlled the epidemic by adminis- 
tering aureomycin to all babies in the nursery. 


Moon and Gilbert (1935) made a statistical survey of 
possible etiological factors in 100 cases of mastitis, and 
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concluded that the main predisposing causes were primi- 
parity, complications of labour, institutional midwifery, 
cracked nipples and a virulent staphylococcus. Fulton 
(1945) estimated the incidence of suppurative mastitis as 
9% of all deliveries and demonstrated statistically that 
primiparity and institutional midwifery were predisposing 
factors. He suggested that nursery infection and rigid 
feeding schedules were probably factors. 


There appears to be no literature that assesses the 
relative importance of etiological factors. No one has 
given a clear picture of the patient whose lactational type 
makes her more liable to mastitis, nor has anyone estab- 
lished the exact relationship of nursery infections to 
mastitis or tried to correlate the baby who has a clinical 
infection with its mother. This investigation was aimed at 
elucidating these points. 


METHOD oF StTupy. 


Twenty-eight cases of acute lactational mastitis studied 
were drawn from the obstetric department of the Royal 
North Shore Hospital of Sydney and the Carpenter Mother- 
craft Home. The Carpenter Home series was consecutive, 
but there was a three months’ period at the Royal North 
Shore Hospital of Sydney during which the patients were 
not personally examined by myself. It was therefore 
decided to omit two such cases. 


Criteria of Diagnosis: Clinical Picture. 


The diagnosis is not difficult. The infection is usually 
intramammary and unilateral at the time of onset. There 
is a tender nodular area of localized redness with some 
cedema, but the size of the area is not a‘true indication of 
the severity or extent of the disease. The “let-down” reflex 
is usually intensely painful and there is a sudden fall in 
milk yield. There are general disturbance, malaise, rigor, 
headache, generalized aches and pains, and a rise of 
temperature to 101° to 103° F. In the interstitial type the 
inflamed area is more reddened and irregular, less nodular 
and more likely to progress to abscess formation. There 
may be severe general reaction, but where the area involved 
is small there may be no systemic reaction. 


Differential Diagnosis. 


The main condition with which mastitis is likely to be 
confused is engorgement of the breast, which tends to 
occur on the third to sixth day of the puerperium and 
may be a forerunner of mastitis. The breasts are 
cedematous, firm and usually very painful. The skin may 
have a peau d’orange appearance and is very liable to 
abrasion. The breasts are reddened, and it may be impos- 
sible to express any milk until some of the swelling has 
subsided. The bilateral nature of the condition at the 
time of onset makes it fairly easy to distinguish it from 
mastitis. Acute carcinoma and localized areas of over- 
load may occasionally be confusing, but an adequate history 
should establish the diagnosis. 


Recording of Information. 


The following information was recorded: (i) The parity 
of the patient. (ii) The week of onset of infection and 
relapse, if relapse occurred while the patient was still 
under observation, and type of infection. (iii) The milk 
yield of the patient. Test feeding was being carried out 
in most cases, as it is routine procedure in both institu- 
tions. The baby’s requirements were considered rather than 
the actual yield, so the record noted whether the baby was 
fully or partially breast fed. (iv) The condition of the 
nipples. Any abnormalities were observed, such as inverted 
nipples, and evidence of trauma. (v) Examination of the 
breasts. The type of breast was noted—for example, 
whether large, small, pendulous, or tight. The patient was 
questioned as to the state of the breasts at the onset of 
lactation. The breasts were examined for any evidence of 
overload and any local factor tending to cause overload— 
for example, missing of a feed, inefficient emptying of the 
breasts, or an unsatisfactory brassiére pressing on or 
failing to support the breasts. Overload may occur at any 
time during lactation, but the term “engorgement” is used 
to describe the tension of the breasts that sometimes occurs 
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at the onset of lactation. (vi) Treatment, local and general, 
and the results of treatment. (vii) Examination of the 
baby. The examination of the baby for evidence of infec. 
tion was carried out independently of the mastitis investi- 
gation, as it was being recorded in an effort to determine 
the incidence of infection in both institutions (Isbister, 1951), 
It was not until similar names appeared in both records 
that the relationship between mother, baby and infection 
was recognized, so for the time relationship reference had 
to be made to hospital records. Minimal infections in the 
babies were recorded. The only other information about 
the baby recorded was whether there was sucking difficulty 
and whether the baby had been born at full term. (viii) 
The bacteriological findings. (a) Breast milk cultures 
were made from 14 patients with mastitis and from 20 
patients lactating normally, milk being then collected 
under identical circumstances. (b) Cultures from baby 
infections were made in only a few cases, as bacteriological 
facilities were not available at Carpenter Mothercraft 
Home, and even at the Royal North Shore Hospital of 
Sydney swabbings were taken only from those with the 
moderately severe infections in whose treatment chemo- 
therapy was being used or was likely to be necessary. 


RESULTS OF INVESTIGATION IN 28 CASES. 


Parity of the Mother. 


Twenty-two patients were primipare, and of the 
multipare two had had breast abscesses with previous 
pregnancies (Figure I). 
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Ficure I. 


This graph demonstrates the incidence of the main 
ewtiological factors in 28 cases of acute lactational mastitis. 


Time of Onset of Infection and Type. 


In 24 cases mastitis occurred in the first month. The 
actual distribution of cases was as follows: first week, 
seven; second week, five; third week, six; fourth week, 
six; fifth week, one; sixth week, one; eighth week and 
sixteeuth week, one each. Twelve patients had relapsed 
either while under observation or soon after leaving hos- 
pital; in three the condition went on to abscess formation. 
Of these three patients, two first presented with breast 
abscesses and a previous history of mastitis; the third, a 
woman of limited intelligence, had six attacks of mastitis 
and her baby was finally weaned after a breast sbscess. 
The patients were not all followed up and the inci.ence of 
recurrence could have been much higher. In 26 cases the 
condition was primarily intramammary or parenchymatous 
mastitis; in the other two the patients were seen in the 
late stage of abscess formation, and it was not possible to 
say whether the condition was initially intramammary. 


Milk Yield. 


Twenty-one patients were fully feeding their infants at 
the onset of mastitis; 25 were eventually discharged from 
hospital fuliy feeding their babies. 
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TABLE I. . 
Record of Patients.* 
j 
Results of 
State of Breasts } Results of | Culture Results 
Casc Parity. State of Week of in Relation to Milk Treatment.| Baby Infection. = of Material of 
Number. Nipples. Onset. Overload. Supply. | | from from Treatment. 
| | Milk. Baby. 
— | | 
| | | 
I P. Cracked __ two 1 Onset of lactation. F.F. Pe.andS.| Conjunctivitis, | H.S.A. | H.S.A. F.F., R 
days before. (relapse). second day. | 
iI ¥. Small, cracked. 1 Onset of lactation. F.F. Pe. Conjunctivitis, H.S.A. | H.S.A. F.F., R. 
second day. j 
1iI P. Cracked. 1 Inadequate emptying. | F.F. Pe. Conjunctivitis, | N.C. | H. S. A. | F.F., B 
(relapse). pustules, eye. 
IV =. Cracked, in- 1 Inadequate emptying. | F.F. S.and Pe. | Pustules. H.S.A. | N.C. Baby 
verted. (relapse). weaned 
V P:; Cracked. Onset of lactation. F.F. Pe. Conjunctivitis, | N.C. | N.C. F., R. 
(relapse). pustules, | 
VI M. Cracked, one 1 Onset s ieetatien 5 F.F. Pe. Umbilical infection. | H.S.A. | N.C. F.F., R 
inverted. bad bra: 
Vil , Cracked. 5 Onset of. lactation ; ae at A Ss. No infection. H.S.A. | N.C. ¥.F., & 
bad_brassiére. twins. } 
Vill i Cracked _ four 4 Onset of lactation. “ S. and Pe. | Thrush. H.S.A. N.C. F.R., B. 
days before. (relapse). 
iX M. Normal. 2 Normal breasts; bad | P.F Pe. Pustules three days | H.S.A. N.C. F.F., R 
brassiére. before. 
x P. Cracked. 3 Normal breasts. F.F Pe. —- 11 days | H.S.A. | N.C. F.F., R 
| 
XI is Cracked. 4 Excessive supply. F.F. Pe. | Pustules and thrush. |} H.S.A. | N.C. F.F., R 
(relapse). | baby 
| | weaned 
XII ©; Cracked. 2 Onset of lactation. PF ze | Pustules and thrush. | N.C. | N.C. F.F., R 
XilIl P, Cracked. 8 Onset of lactation. F.F | No record. | H.8.A. | N.C. F.F., R 
XIV P. Normal. 2 Normal __ breasts ; FF ice Conjunctivitis. | NC. | H.S.A. F.F., R 
missed feed. | | 
XV Pp. Cracked. 3 Onset of lactation; | F.F Local and | Pustules, umbilical. | N.C. | N.C. F.F., R. 
(relapse). bad _ brassiére. 
XVI M. In Ny ted, 3 Onset of lactation. P.F Local. | Infected abrasion. | N.C. N.C. P.F., R 
cracked. } 
XVII P. Cracked. 3 | Small, tight breasts. | P.F. — | Unbiten, three | N.C. | B.C.C. F.F., R 
| ys before. 
XVIII M. Cracked. 3 | Onset of lactation. F.F. 8. | —— three days H.S.A. | N.C. F.F., R 
| | efore | 
XIX r Inverted, 2 | Onset of lactation. |} Almost | S. | Umbilical, two days | N.C H.S. alb. | F.F., R 
cracked. | | FF, | before. | | 
xx | P. | Painful, | 1 | Onset of lactation. | PF. | Pe. | Pustules. Inc. | NO FF. R 
XXI FP. Cracked. wat 4 , Onset of lactation. | FF. | Pe. | Pustules, thrush. | H.S.A N.C. Py. 3 
| (relapse | | 
XXII P. Cracked, in- | 3 | Pendulous breasts. F.F. | S. and Pe. | Infected umbilicus, | H.S.A | N.C F.F., R 
verted. (relapse). | : | pustules. | 
XXIII M. Painful. 4 | Onset of lactation. | F.F. Pe. Conjunctivitis. | N.C. | N.C. Vide ae 
XXIV M. Painful. 16 | Missed feed. | F.F. | Pe. | Pustules. | H.S. alb. | N.C. F.F., R 
XXV P. Cracked. an | F.F. Pe. | Umbilicus, five days | N.C. N.C. F.F., R 
| H | efore. | 
XXVI P. Cracked. } 2 | Onset of lactation; | ray. | Ss. | Thrush, umbilicus. ‘N.C | N.C. Baby 
| (relapse). | small and __ tight | | - weaned 
| breasts. | | | | 
XXVIII = Cracked. 6 Twins. | F.F. Pe. | Thrush, pustules. N.C | N.C F.F., R 
XXVIII : Inverted, | 4 | Onset of lactation; | P.F. | 8. Pustules. | N.C N.C | Pa 
cracked. | (relapse). | pendulous breasts. | ° | | | baby 
| | | | | weaned 
| | | | | | 
para; M., multipara ; F.F., fully breast fed; P.F., partially breast fed ; S., sulphonamides ; Pe., penicillin; N.C., no culture taken; H.S.A., 
bemecty tic ag nn tRond aureus ; HLS. alb., hemolytic Staphylococcus al albus; R., resolved. 
Condition of Nipples. Treatment. 
Twenty-seven patients had painful nipples requiring All patients received local treatment—that is, the 


treatment, and examination revealed either superficial 
abrasions or, less eften, a crack at the base of the nipple. 
Six patients had definitely inverted nipples. 


Evidence of Overload. 


Eighteen patients are recorded as giving a history of 
having full painful breasts at the onset of lactation, and 
only one is recorded as having no evidence of overload. 
This one I did not examine until the third week of the 
puerperium, and her record may not have been accurate. 
In the other nine cases the following causes of overload 
were found: two patients had a high daily yield, over 35 
ounces. Two had missed a feed immediately before the 
onset of mastitis. One was normal, but had a badly 
constructed brassiére that compressed part of the breast. 
One had small breasts that became very hard between 
feeds. One had pendulous breasts. Two patients were only 
partially emptying the breasts; of these two, one had a 
baby that was fighting the breast, refusing even to attempt 
to suck an inverted nipple; the other with a cracked nipple 
could not tolerate the pump or the baby, and could not 
hand express the milk (Figure III). 

In the whole series four had very unsatisfactory 
brassiéres, which either failed to support the breasts or 
compressed them, causing blocked ducts and stagnant milk. 


application of heat, support of the breasts, emptying of 
the breasts, local treatment to the nipples et cetera. Eleven 
patients received sulphonamides with some alleviation of 
symptoms, but one of these proceeded to abscess forma- 
tion. Fifteen received penicillin in varying doses between 
500,000 units and 600,000 units daily. Five received 
penicillin after sulphonamides. In two cases neither 
chemotherapy nor antibiotics was necessary. 


All patients responded well to penicillin within a matter 
of hours. Two abscesses required incision and drainage, 
one patient having her lactation suppressed, the other 
continuing to feed her baby. 


Examination of the Baby. 


There were 30 babies of the 28 mothers, two having had 
twins which they. were fully feeding. One set of twins 
was premature; there was one other premature baby in 
the series. Twenty-five babies, including one set of twins, 
had a mild infection, clinically staphylococcal, in the neo- 
natal period—that is to say, conjunctivitis, pustules or 
umbilical infection. 

Of the remaining five, one was a lethargic baby with a 
late separating cord and jaundice. Another had severe 
oral thrush with thrush on the buttocks. There was no 
record in one case, and two babies (twins) were not 
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infected when examined by me; but they came to Carpenter 
House from a private hospital, and there was no record 
of infection prior to their admission. In 24 cases the onset 
of infection in the baby preceded infection in the mother 
by at least three days. 


Bacteriological Findings. 
Milk Cultures. 


Fourteen specimens of breast milk from patients with 
mastitis were examined culturally. Hemolytic Staphy- 
lococcus aureus, coagulase-positive, was recovered from 
13 of these, the fourteenth culture producing Staphy- 
lococcus albus. This fourteenth case was the mildest of 
the series, and the vatient was already receiving local 
treatment when the milk was collected. 


R. W. 


x) 
° 


MILK YIELD. fi. oz. 
g 5 





INFECTION of BABY 


b 











18th DAYS 


Ficure II. 


Mrs. R.W. This patient had mastitis on admission to the 

Carpenter Mothercraft Home. The baby had a pustular 

rash which had been present several days. Penicillin 

controlled the infection and the milk yield rose gradually 

over fourteen days, but the patient could not fully feed 

her baby until her nipples were healed. P, penicillin; 
solid area, mastitis. 


Of the 20 specimens of breast milk collected from 
patients lactating normally at the end of the first week, 
two were reported as producing “a few colonies of hemo- 
lytic Staphylococcus aureus, coagulase-positive”’. Of the 
remaining 18, two were sterile, 12 grew Staphylococcus 
albus, coagulase-negative, two grew Streptococcus viridans 
and Staphylococcus albus, one grew Streptococcus viridans, 
and one grew diphtheroids. 


Cultures from Babies. 


Only four babies had cultures prepared from infected 
eyes. A heavy growth of Staphylococcus aureus, coagulase- 
positive, was obtained in three cases, and a coagulase- 
positive Staphylococcus albus from the fourth. 


REPORTS OF CASES. 


The following four cases have been selected as illustrat- 
ing most of the points.. 


Casp XII.—Mrs. W. (Figure II) was a primipara, who had 
been confined in a private hospital; labour was normal. The 
breasts were engorged on the fourth day and very painful. 
The baby was put to the breast from birth, but no directions 
were given as to time, technique et cetera and nipples 
became very sore. She was discharged from hospital on the 
twelfth day with cracked nipples; the baby needed a com- 
plement. The baby also had a rash. Two days after dis- 
charge from hospital the mother had a raised temperature 
and her breasts were very painful. She was treated with 
penicillin and two days later was admitted to Carpenter 
Mothercraft Home. On examination, the baby had pustules 
all over the body and severe thrush, and the mother had 
mastitis. She was a highly emotional, intelligent woman. 
Her nipples were cracked and intensely painful, and her 
small tense breasts were too painful for the milk to be 
expressed. The baby got three and a half ounces for the 
first day and she expressed a further ounce. It seemed 
quite impossible to save her lactation, but she was deter- 








mined to feed the baby, and begged to be allowed to put her 
to the breast at each feed. The mother’s nipples were 
painted with gentian violet 2% (the cracks appeared to be 
infected with Monilia), and exposed to sunlight. Local 
warmth was applied to the breast, and the baby was off the 
breast for one feed, then allowed short feeds, and the milk 
was expressed after feeds. The infection subsided and her 
milk supply slowly improved, so that she was discharged 
from hospital two weeks later, very happy, with 21°5 ounces 
of milk per day and fully feeding her baby. She breast fed 
her baby for eight months with no recurrence of mastitis, 
and frequently said what pleasure it had given her and 
how glad she was that she had persevered. 

CasE XXVI.—Mrs. S. (Figure III) was a young, intelligent 
primipara confined in a private hospital. She had small 
breasts, small nipples, and a fine sensitive skin, which had 
received no antenatal preparation apart from the occasional 


GS 


_ fl oz 
2° 


MILK YIELD 
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WEANED 
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BABY INFECTED on admission 

















lith DAYS 


Ficure III. 
Mrs. G.S.; unsuccessful treatment in a case similar to 
that of Mrs. R.W. The mastitis did not respond well to 
sulphonamides. Penicillin was not used. The baby’s 
pustules were not controlled, and the patient still had 
cracked nipples when weaning was recommended. s, 
sulphonamides ; black area, mastitis. 


use of a brush. Her breasts were engorged on the fourth 
day and her nipples subsequently cracked. She was admitted 
to the Carpenter Mothercraft Home with cracked nipples, 
feeding the baby with a nipple shield, and producing seven 
ounces of milk a day. Examination of the baby revealed 
an infected umbilical cord, pustules and thrush. The baby 
could not be put to the breast, nor could a pump be used 
on the intensely painful nipples. Hand expression was 
unsatisfactory and her supply dropped. A second attack of 
mastitis proved the last straw, and weaning was recom- 
mended. The patient was resentful that she could not feed 
her baby, but she could not face the pain of continuing. 
Sulphonamides were the only chemotherapy used for both 
attacks of mastitis. Local treatment to the nipples was the 
application of Tinctura Benzoini Composita and castor oil, 
though when the history is reviewed, it appears that the 
nipples probably were infected with thrush. 


This patient appeared comparable to Mrs. W., and her 
failure to feed her baby may be attributed to inadequate 
preparation and unsatisfactory treatment.’ 


Cass XXII.—Mrs. J.H. (Figure IV) was a primipara who 
had had a normal delivery. She was admitted to Carpenter 
Mothercraft Home with sufficient milk to feed her baby, but 
expressing the milk and bottle-feeding the baby because of 
cracked inverted nipples. On examination, she was found 
to have large pendulous breasts which frequently had 
localized areas that were overloaded. Her brassiére was 
unsatisfactory. On examination of the baby, an infected 
umbilicus was found, and during her period of stay in 
Carpenter Mothercraft Home there were recurrent small 
pustules on the skin of the abdomen. The baby appeared 
unable to suck the nipple despite the use of a nipple shield. 
The nipples were extremely sensitive, and the patient was 
eventually discharged from the home still expressing the. 
milk and bottle-feeding the baby, as she did not wish to 





1Mrs. S. has recently had a second baby. She prepared her 
breasts for lactation this time and was fully aware of why 
she had failed previously. She is now very happily fully 
breast-feeding her baby. 
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wear the baby. During her stay in Carpenter Mothercraft 
Home she had three attacks of mastitis. The chart in 
Figure IV demonstrates well the sudden drop in milk yield 
at the onset of each attack. The first two attacks were 
treated with sulphonamides followed by penicillin. Her third 
attack was treated with penicillin only and responded 
rapidly. 

It seems extremely unlikely that this patient could have 
breast-fed her baby without adequate prenatal preparation. 


CasB XXV.—Mrs. J.A.T. (Figure V) had had an instru- 
mental delivery. She was admitted to Carpenter Mother- 
craft Home fully feeding her baby, but with very painful 
nipples. The baby. was observed to have a staphylococcal 
infection a day after admission to hospital.. The chart in 
Figure V demonstrates the time interval between the clinical 
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FIcurE IV. 


Mrs. J.H. Very unsatisfactory type of case, in which 
inadequate preparation for lactation made_ successful 
breast feeding almost impossiblie. The mastitis did not 
respond well to sulphonamides, but responded rapidly to 
penicillin, Recurrent pustules in the baby provided a 
source of staphylococci for recurrent attacks of mastitis. 
Note the sudden drop in milk yield at the onset of 
mastitis. P, venicillin; S, sulphonamides; solid area, 
mastitis. 


infection of the baby and the onset of mastitis in the mother. 
The mastitis was treated with penicillin and subsided rapidly. 
The cracked nipples responded to treatment, and the patient 
was discharged from the home fully feeding her baby and 
with her nipples healed. This chart also demonstrates the 
fall in milk yield when the nipples became cracked and also 
at the onset of mastitis. 


DISCUSSION OF ALTIOLOGICAL FACTORS. 


To quote Professor B. T. Mayes (1951): “Mastitis is due 
to bacterial infection plus engorgement and sometimes 
cracked nipples.” Saner (1950), Waller (1947) and Fulton 
(1945) have all mentioned these three etiological factors 
with varying stress, and they are the accepted predisposing 
factors; but it is not generally recognized how these con- 
ditions arise, how they can be prevented, and what their 
relative importance is. The analysis of this series of 28 
cases was aimed at elucidating this. Though the number 
is not large enough to allow definite conclusions to be 
drawn, they are strongly suggestive. 


Cracked Nipples. 


Twenty-seven of the 28 patients had painful nipples 
requiring treatment. A few had cracks round the base 
of the nipples, but in the majority the lesion was an 
abrasion of the surface, the surface epithelium being at 
first edematous. Raised blebs and petechie then appeared 
and the epithelium peeled off. These lesions were very 
small—in fact, in some cases they were seen well only 
with a hand lens—but they were exquisitely painful and 
provided a possible site of entry for infection. The pain 
was always most intense at the commencement of feeding, 
but if the milk flowed freely the pain largely disappeared. 
If the feeding time was short (five to seven minutes) and 


the baby was detached gently at the end, the mother could 
often tolerate feeds quite well. However, if there were 
sucking difficulties due to nipple abnormalities, faulty 
feeding technique, full or engorged cedematous breasts or 
a poor milk supply, the pain was often intense during the 
whole feed. In such cases the baby. could not be put to the 
breast until the nipples were healed and the faults at least 
partially corrected. 


Six of the 27 patients with cracked nipples had definitely 
inverted nipples which were not recognized or treated 
during pregnancy. Of these, three weaned their babies, and 
one was expressing the milk and feeding the baby at her 
own wish before the end of the first month, despite 
adequate milk supplies. 
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FIGURE V. 
Mrs. J.A.T. A time interval of three to five days is often 


found between the staphylococcal infection in the baby 

and the onset of mastitis in the mother. This chart also 

illustrates the cracked nipple occurring at the time of the 

baby’s infection and the fall in milk yield associated with 

it. There was also a fall with mastitis, but the patient 

was discharged from hospital fully feeding her baby. 
P, penicillin; CN, cracked nipples. 


A few of the other 21 had small nipples, and a greater 
number had nipples with poor “protraction”. In no case 
had the expectant mother, or apparently her doctor, 
realized that soft, protected, unprepared nipples will not 
tolerate ten minutes’ sucking five or six times a day 
without abrasions. 


Overload. 


Waller (1949) has drawn attention to the type of patient 
whose breasts are very engorged at the onset of lactation, 
and noted that these women lose their milk supply if the 
engorgement is not relieved. If it is relieved they lactate 
well, often excessively in the first few weeks. In these 
patients in the early stages the breast is tense and the 
baby cannot get a grip, and the nipple is edematous, easily 
damaged and cracked. In the present series these were 
also the patients whose breasts tended to be overloaded 
easily. At any time during lactation they could meet the 
combination of factors that produce mastitis. As stated by 
Fulton (1945), rigid feeding schedules may lead to over- 
load. 

Even in this small series it can be shown that there 
are many ways in which the breast may be wholly or 
partially overloaded, and overloading is most likely to 
occur in those patients who lactate well if properly 
managed. This is apparent when it is realized that, in 
spite of painful nipples and the consequently inhibited 
draught reflex, 21 of these patients were fully feeding 
their babies at the onset of mastitis, and of the other seven, 
four were eventually discharged from hospital fully feeding 
their infants. 

Walsh (1949) uses the term “milk stagnation” as a 
frequent predisposing factor, and Jeffries (1947) has 
pointed out that infection also causes clotting of milk in 
the ducts, thus producing a vicious circle. Stagnant milk 
provides an ideal medium for the growth of bacteria and 
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would seem to be an invariable predisposing factor to the 
development of parenchymatous mastitis. 


Sources of Infection. 


Twenty-five of the 28 mothers with mastitis had a baby 
with clinical Staphylococcus aureus infection. Comparison 
of this figure with the infection rates in both institutions 
where patients were studied revealed it as statistically 
significant. In the first six months of 1950 the incidence 
of infection in the Royal North Shore Hospital nurseries 
was 20% (Isbister, 1951). This figure included all types 
of infection, even the mildest, and also cases of thrush. 
Of the babies presenting at Carpenter Mothercraft Home 
for admission in the same six-month period, 25% showed 
evidence of clinical staphylococcal infection. This figure 
excludes thrush and umbilical infection. The mastitis 
figures were collected over a two-year period, and a pro- 
nounced fall in the incidence of infection in the nurseries 
at the Royal North Shore Hospital of Sydney has been 
observed to follow the six-month period during which the 
infection investigation was carried out. The over-all 
incidence of infection in the two-year period would there- 
fore have been lower. 


There was little doubt that in 24 of the cases at least 
the infected baby was the source of infection. During 
the period when these cases were collected, there were a 
great number of patients with cracked nipples and over- 
loaded breasts who did not suffer from mastitis. Rountree 
and Barbour (1950), Henderson (1943), and in a smaller 
series Coventry and Isbister (1951), have demonstrated 
that the incidence of hemolytic Staphylococcus aureus in 
the naso-pharynx of nursery babies is very high. Had this 
been the source of infection, it seems that the incidence of 
mastitis would have been higher than it. appeared in this 
series. From these figures it is strongly suggestive that 
a clinically infected baby rather than the naso-pharyngeal 
carrier was the forerunner of mastitis in the mother. 

That the infective organism was hemolytic Staphy- 
lococcus aureus in this series is, I think, established by 
the fact that hemolytic staphylococcus was recovered 
from the milk of 13 of 14 patients with acute mastitis, 
and only an occasional colony was grown from two of 
twenty normal specimens of breast milk. The infection 
would then be carried direct from baby to mother when 
the mother was handling her baby, so that she received a 
massive dose of a virulent organism admitted through an 
abraded area, usually when her breast was overloaded. It 
is te be regretted that final bacteriological proof is not 
available; but even had attempts at culture from the 
infected material from every baby been made, it would 
have been necessary to type the organism to establish a 
definite relationship. Hemolytic Staphylococcus aureus 
was recovered from four babies in this series with con- 
junctivitis, and there is no doubt that the infections which 
occurred in the other babies were of staphylococcal origin. 
In most cases the onset of the baby’s infection preceded 
the mother’s mastitis by an interval of three or four days, 
and the baby’s infection was often cured before the 
mother’s infection occurred. This observation corresponds 
with one previously made (Isbister, 1951) that the incuba- 
tion period in hemolytic Staphylococcus aureus skin infec- 
tion appeared to be three or four days. It was also 
observed in this series that when relapses of mastitis 
occurred there was persistent infection in the baby 
(Figure III). 


Primiparity. 


Twenty-two of the 28 patients were primipare; this con- 
firms the observation of Moon and Gilbert (1935), and of 


Fulton (1945). The patients had had no experience in the ° 


management of lactation; most had inadequately prepared 
their nipples which were much more liable to abrasion. 
Their breasts were also more. likely to become overloaded 
from inadequate emptying and inexperience. The babies 
were more liable to infections (Isbister, 1951). 


DISCUSSION OF TREATMENT. 


In some of these cases I was an impartial observer. In 
the majority I influenced treatment at some stage, though 








not being directly in charge of the patient. I was there- 
fore in quite a good position to assess the different methods 
of treatment used in the series. 


All the patients received local treatment—that is, local 
application of warmth, emptying of the breasts, and sup- 
port of the breasts. Two patients responded to this with- 
out chemotherapy or antibiotics. With this routine 
treatment in Tresillian homes before the introduction of 
antibiotics, very few went on to abscess formation 
(Harper, 1952). 

All the patients who received penicillin in this series 
responded clinically within twenty-four hours, and it has 
been observed on two occasions that when attempts at 
culture from milk were made within four hours of the 
administration of penicillin, the specimens were sterile 
(Isbister, 1952). It seems therefore that the organism in 
these cases was a penicillin-sensitive staphylococcus. It is 
extremely unlikely that in any future series these results 
will be repeated. The majority of these cases occurred 
in 1950, when nearly all the nursery infections were due 
to penicillin-sensitive hemolytic Staphylococcus aureus. In 
May, 1952, an epidemic of penicillin-resistant staphy- 
lococcal infections occurred which closely resembled that 
described by Musgrove and McGuiness (1949), and two 
cases of mastitis have occurred which responded only to 
aureomycin (Isbister, 1952). 


Observations on the use of sulphonamides agreed with 
those made by Walsh (1948)—namely, that the sulphon- 
amides retarded and disguised the infection, but abscess 
formation could occur during treatment with sulphon- 
amides, as happened in one case. With a patient having 
restricted fluids, and with an organism that does not 
respond to sulphonamides, there seems no possible argu- 
ment for their use; but it is surprising how often they are 
used. 

In all cases in which the nipples were not too painful, 
the baby was allowed to go to the unaffected breast. It 
was usual to take the baby off the affected breast for 
several feeds and express the milk if possible. It was not 
difficult to reestablish lactation in any patient. These 
patients are “good milkers’’, and it should rarely be neces- 
sary to suppress lactation except in the patient of very 
limited intelligence who may have recurrent attacks of 
mastitis from inadequate supervision. 


GENERAL CONCLUSION. 


Acute mastitis is a subject that has not received much 
attention in the literature, and, like the subject of infec- 
tions of the newborn to which it is closely related, it is a 
field with which most doctors do not seem very familiar. 
It seems fairly certain that most cases of mastitis occur 
at home, at a time when the mother, recently discharged 
from hospital, is emotional, tires easily, and is over- 
whelmed by the problems of puerperium, housekeeping and 
lactation. It often appears to both doctor and mother that 
the “bottle’ would remove the problem of lactation and 
provide an easy way out. For the doctor this may be so, 
as he sends the resultant feeding ‘probiem to the health 
centre sister and has an apparently successful outcome. 
For the mother the problem is merely replaced by another, 
that of the management of the artificially fed baby. She 
is robbed of the joys of feeding her child and her baby is 
robbed of its correct food, and the mother has to face 
another psychological readjustment. Though the condition 
is now occurring at home, it is primarily a disease of 
institutional midwifery, the mother being infected by the 
staphylococcus that infected her baby in the nursery. There 
is therefore a strong moral obligation for all those caring 
for newborn babies to make every effort to reduce nursery 
infection. 

These patients are nearly always “good milkers”, and it 
is worth a serious effort to preserve lactation. The con- 
dition is unfortunately liable to recurrence unless the 
etiological factors are properly understood and preventive 
measures are taken. Dr. Margaret Harper, whose wisdom 
has been largely responsible for the excellent training of 
our baby health centre sisters, has always said “every baby 
and every mother must be considered as individuals”. 
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There can be no routine method of handling the problems 
of iactation, and what is required is a better general 
understanding of the process. There will always be 
failures, and success depends on the ability and desire 
of the patient to cooperate. Better cooperation between 
antenatal clinics, maternity hospitals, doctors and baby 
health centres, and a wider knowledge of the problems of 
lactation and of the infections of the newborn, would to 
a great extent remove the problem of acute lactational 
mastitis. 


SUMMARY. 


1. A series of 28 cases of acute lactational mastitis 
occurring in a maternity hospital and a mothercraft home 
have been recorded and studied in detail. 


2. The main etiological factors have been noted as (a) 
cracked nipples, (0b) overloaded breasts, (c) clinical 
Staphylococcus aureus infections, even minimal, occurring 
in the baby and being passed on to the mother causing 
staphylococcal mastitis, (d@) primiparity. 

3. The treatment of acute mastitis is discussed with 
special reference to the lessons learned from the 28 cases. 
It was observed that penicillin therapy was effective, and 
the use of sulphonamides did not appear to be justified. 


4, It is concluded that acute lactational mastitis should 
be a preventible disease, and that prenatal preparation for 
lactation, particularly in the case of primipare, with 
correction of nipple abnormalities, supervision of the first 
two weeks of lactation, prevention of infection in the 
nurseries and early treatment of the infected baby would 
go a long way towards doing this. 

5. It is stressed with-regret that this study is almost 
entirely clinical, and the bacteriological investigation of 
this problem with phage typing of the staphylococcus is 
essential to establish the relationship of infection in the 
newborn to mastitis in the mother. It is hoped that this 
investigation will be carried out. However, it appears 
that in most cases clinical staphylococcal infection in the 
baby is the source of the virulent staphylococcus that 
causes mastitis. 

6. It is also stressed that, despite a tendency to recur- 
rence, it is unnecessary and undesirable to wean the baby. 
The type of patient who suffers from mastitis is a patient 
who lactates well or excessively if properly managed. 
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ADDENDUM. 


Since the preparation of the above paper, particulars of 
17 more consecutive cases of mastitis have been collected. 
All have occurred in the six-month period from May to 
November, 1952—13 at the Royal North Shore Hospital and 
four at Carpenter Mothercraft Home. With the cooperation 
of Dr. E. B. Durie and Dr. P. Rountree it has been possible 
to have more bacteriological investigation carried out. 

The results are as follows. Six patients had primary 
interstitial mastitis; three were seen too late to distinguish 
between interstitial and parenchymatous mastitis; eight had 
primary parenchymatous mastitis. Fifteen patients had 
cultures taken from milk or abscess, and 14 yielded cultures 
of hzemolytic Staphylococcus aureus, coagulase-positive; in 
13 cases the organisms were sensitive to aureomycin, in 10 
the organisms were sensitive to “Chloromycetin” (eight 
being graded ‘+’ only), and in 12 the organisms were 
penicillin-resistant, in two slightly sensitive (graded “+” 
only). Only one patient yielded a culture of Bacillus coli. 
Sixteen patients were treated with penicillin initially; three 
responded rapidly; four were changed to aureomycin when 
no improvement occurred, and the mastitis resolved; four 
slowly resolved without other antibiotics; one responded to 
“Chloromycetin” (the organisms being insensitive to aureo- 
mycin); five went on to abscess formation while receiving 
penicillin treatment; one patient was treated with aureo- 
mycin initially and the mastitis resolved. 

In seven cases hemolytic Staphylococcus aureus, coagulase- 
positive, was recovered from milk or abscess and from the 
baby. In four babies the culture was taken from a clinical 
lesion one to four days before the onset of mastitis in the 
mother. Of the other three, one was known to have had 
conjunctivitis, but as no swabbings had been taken nasal 
swabbings were taken from the baby at the onset of mastitis 
in the mother. 

Of the first four cases, all occurring at Royal North Shore 
Hospital, the organisms have been phage-typed in three 
mother and baby pairs and have all returned phage pattern 
47C/52, the mastitis being interstitial in each case. In the 
other three, one pair has so far been phage-typed and mother 
and baby (Carpenter House) yielded cultures of phage 
pattern 6/42B/47. 

In four other cases phage typing was carried out on milk 
(three of the patients had parenchymatous mastitis, one was 
examined only in -the late stage of abscess) with the 
following results: in two cases typing was impossible, in 
one phage pattern 28 was obtained and in one phage pattern 
6/7/42B/426/42F/47/47B/47C/4TD. 

During this six-month period Dr. Rountree has identified 
85 different phage patterns from nursery infection in the 
Royal North Shore Hospital nursery; the patterns have 
constantly changed and only a few cases of each have 
occurred. There have also been 20 in which typing was 
impossible. 

The other findings in this series of 17 cases support those 
of the first 28 in the following respects: (i) Twelve occurred 
in the first two weeks after delivery. (ii) All patients were 
lactating well at the onset of mastitis. (iii) Eleven patients 
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had sore abraded nipples, records of four others being incom- 
plete. (iv) Eleven patients were primipare. (v) Twelve 
babies had clinical staphylococcal infections (eight proved 
bacteriologically) before the onset of mastitis, the records 
of four others again being incomplete. 

However, as has been suggested in the preceding article, 
a dramatic change has occurred in the infecting organism 
and possibly also in the type of mastitis. Whereas in the 
first series, in 26 and possibly in the whole 28 cases the 
mastitis was primarily intramammary (parenchymatous), in 
six of the second series it was interstitial at the onset. Also 
the first series of patients responded to penicillin where it 
was used, in the second series only three responded, and in 
12 the organisms were completely resistant on sensitivity 
tests. However, in only one case was the infecting organism 
resistant to aureomycin, and abscesses need not have 
occurred had the antibiotic been changed to aureomycin 
earlier. 

In three cases with the help of Dr. P. Rountree it has 
been possible to establish definitely that the hemolytic 
Staphylococcus aureus that caused clinical infection in the 
baby was the same organism as caused mastitis in the 
mother several days later. The fact that we recovered phage 
pattern 47C/52 from all three cases, and these were cases of 
interstitial mastitis, is interesting. In fact, I have found 
that it is usually possible. also to recognize clinically the 
lesions in the babies caused by this particular strain, and 
phage typing has verified this (Isbister, Durie and Rountree, 
1952). There has also been a pronounced increase in the 
incidence of mastitis, whereas there has not been an increase 
in the infection rate in the nursery (figures are not yet 
complete, but there appears to have been a fall). Possibly 
a strain has appeared that is more likely to cause mastitis. 

Since the preparation of the first paper my attention has 
been drawn to the work of Knott and Blaikley (1944), who 
demonstrated the role of the hzmolytic Staphylococcus 
aureus in both nursery and breast infections. They also 
drew attention to the importance of the clinically infected 
nurse and baby in the spread of infection. This investiga- 
tion has supported their observations, and with the assist- 
ance of phage typing and more detailed clinical study of 
mothers and babies the picture has been further clarified. 


Conclusion. 

1. The evidence appears to be steadily increasing that the 
commonest source of the hemolytic Staphylococcus aureus 
that causes mastitis is the clinically infected baby in the 
institution nursery. 

2. If mastitis does not clinically respond within twenty- 
four hours to penicillin, aureomycin should be used. 
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A NEW EXCURSION INTO ETHER ANASSTHESIA.! 





By R. B. LyYnceu, 
Gien Innes. 





Ir is my intention this afternoon to bring to your notice 
a new and, I believe, a better and safer method of adminis- 
tering ether as an anesthetic than has been in use up to 
the present—a method which supersedes older methods 
(especially in the realm of machine-given ether), and which 
is universally applicable to all types of case. Before 
proceeding further I shall enumerate the essential qualifica- 
tions of any anesthetic. 


1. It must be absolutely safe to the patient. This is 
the first consideration, of paramount importance; it is 





1 Read at a meeting of the Northern District Medical Associa- 
tion, British Medical Association (New South Wales Branch), 
in December, 1951. 








axiomatic and requires no further discussion. Any scheme 
which promotes this attribute must be an improvement. 

2. It must be easy of administration and require no 
complicated equipment or technique which demands pro- 
longed experience or extensive training. The simpler the 
machine, the less there is to get out of order; the simpler 
the procedure, the less the possibility of error. 

3. It must produce a patient ready for the surgeon’s 
attentions, so that he can give to his task the undivided, 
untroubled and uninterrupted attention that only trouble- 
free and peaceful anesthesia can give. 

4. It must be of such cheapness and ease of production 
as to be easily available and in sufficient supply. 

Ever since its discovery over a century ago ether has 
held pride of place as a general anesthetic. It has amply 
satisfied the essential requirements enumerated above and 
has continued to be the safest and most universally appli- 
cable, as well as the easiest and cheapest, of all anesthetics. 
These considerations have not, however, blinded the 
inquiring mind, which is ever on the watch for improve- 
ment. Ether given by the “open” method was largely 
inapplicable for oral and throat surgery, and inconvenient 
for head and neck surgery, and this factor is what 
ultimately produced the ether machine. This was an 
arrangement by which ether vapour was delivered to the 
patient by means of an electric motor and force pump. This 
gave the surgeon a clearer field and better access. 

But these machines are far from satisfactory. They 
depend wholly upon the presence of electric current, an 
item of no small importance in these days of blackouts 
and general electrical unreliability. They have many 
moving parts and after a short period of use and wear 
they become very noisy; this has a very distracting and 
annoying effect upon the whole theatre personnel, especially 
the surgeon. In a case in which resuscitative measures 
are required the machine is at a disadvantage, inasmuch 
as resuscitative gases such as oxygen or “Carbogen” can- 
not be given. Lastly, the machines are expensive and 
repairs and replacements are costly and difficult to get. 
While it takes almost a bachelor of engineering to run the 
machines, it certainly takes at least a qualified electrician 
to repair them. 

It was with these points in mind that the investigation 
with which this paper deals was entered upon. 

Now it is a well-established fact that in any circum- 
stances in which extra strain is being put upon any 
physical structure of the body the administration of an 
extra supply of oxygen is often a life-saving procedure; 
when the heart fails to get blood to vital centres at suf- 
ficient speed, give oxygen; when there is surgical shock, 
give oxygen; when the patient is moribund and life is 
at low ebb, give oxygen. The administration of this life- 
saving gas is sanctioned in multitudinous circumstances 
and always with enhanced safety and diminished risk. 
What, therefore, could be wrong in attempting to combine 
ether as an anesthetic with oxygen as a safety measure? 
The first step, therefore, in this excursion was to do just 
that—to get a suitable and successful combination of- ether 
and oxygen as a general anesthetic. This was not difficult 
of achievement. It was done by taking oxygen from the 
compressed state in a cylinder and conducting it through 
the liquid ether, and the resulting mixture was delivered 
to the patient. This had to be achieved with an apparatus 
easy to use, simple in the replacing of any breakage, long 
of life, and cheap to manufacture. In addition, some 
arrangement had to be devised whereby the proportion of 
ether to oxygen could be varied to cope with the varied 
demands of the patient and the surgeon. As a basis for 
the experiment the Hitz ether bottle was used. This is, 
as you know, a scheme whereby air is bubbled through 
ether, contained in a glass jar, by means of three small 
tubes, the air being introduced through a nipple on the 
lid and the vapour being carried off by another nipple, the 
lid being gas-tight. 

This proved quite unsatisfactory, as the weight of the 
ether in the bottle precluded the passage of air through 
the ether unless all the ports beneath the lid were closed. 
This gave either all air and no ether or all ether and little 
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air, and admitted of no gradations. To correct this the 
following device was adopted. The upper part of the 
central column of the Hitz apparatus was made as a 
cylinder, wherein was a circle of ten holes, five adjacent 
holes being large and the remaining five small; metal tubes 
were attached to the large holes and conducted in a bunch 
to the bottom of the jar. The small holes opened just 
beneath the lid. An inside cylinder with a semicircular 
aperture in the bottom and an indicator on top could 
revolve within and close any five adjacent holes, both 
large and small, giving any combination fr-m five large 
and no small holes, to five small and no large holes. When 
oxygen is introduced through a nipple in the lid into this 
cylindrical chamber, it bubbles through the ether in the 
jar; if through the small holes, then it escapes above the 
ether and passes straight out by the other nipple to the 
patient. Hence, by fingertip control, any proportion of 
ether and oxygen can be given in gradations of 20%. The 
delivery to the patient is made by means of a nasal 
attachment to the tube and two suitably sized catheters 
which deliver the gas over the glottis. These catheters are 
not tight-fitting in the nasal passages, and allow the redux 
escape of excess vapour as well as the usual pulmonary 
exhalation. 

Now we know that when a substance, gaseous at 
ordinary atmospheric pressure, is liberated from a com- 
pressed liquid state it becomes very cold. Ether, like any 
other volatile liquid, will volatilize more easily when warm, 
so it was necessary to heat the oxygen before introducing 
it to the ether. This was done by conducting it through 
a coil of metal tube and immersing it in a vessel of boiling 
water. This generally gives sufficient ether vapour con- 
centration for the average patient. 

This, then, briefly is the set-up. Oxygen is taken from a 
cylinder, heated in a coil, passed through ether and con- 
ducted to the patient, while an arrangement is provided to 
vary the amounts of oxygen and ether’ used. 

This scheme has proved eminently satisfactory for all 
types of patients and all ages, and has amply fulfilled 
every gauge demanded of it. With it, well over 300 
anesthetics have been given without the least trouble. 
In this series of 300 the following points have emerged. 

1. The rate of oxygen consumption. I have rarely found 
it necessary to exceed three litres per minute, and the vast 
majority of patients go quite satisfactorily on two litres 
per minute, and many on such a small quantity that the 
indicating needle on the cylinder is uninfluenced and 
remains at zero. 

2. The amount of ether consumed. This is between one- 
third and one-quarter of the amount used when the “open” 
method is employed. 

3. The heat of the coil. The coil is best put into boiling 
water, and this need not be renewed more often than 
every half-hour. Frequently it does not need renewal at 
all for operations of moderate length. 

4. Operations in special cases. With heavy vigorous 
patients, especially males, or in operations in which the 
mouth is gagged open (as in tonsillectomies), it may be 
necessary to warm the ether itself. This is best done by 
standing the jar in warm water, at about 80° F. Be 
careful that the ether does not boil, as pure hot ether 
vapour would be delivered to the patient with possibly 
disastrous results. This water will cool very quickly and 
may need to be renewed every fifteen minutes or so. 


Regulation of the Amount of Ether Vapour Delivered 
to the Patient. 


The amount of ether vapour delivered to the patient can 
be controlled in the following three ways: (i) By regulating 
the rate of oxygen release from the cylinder; the more 
oxygen released, the more ether vaporized and vice versa. 
(ii) By adjusting the indicator on the lid of the ether jar 
the numerals indicating the number of tubes through which 
the oxygen bubbles through the ether. If no ether is 
required, only oxygen, then the indicator is turned to “0”; 
if a moderate amount of vapour is needed, turn to “2”, 
“3” or “4”; and if the maximum is needed, turn to “5”. 


(iii) By varying the temperature of the water in the water 
jacket of the coil, or basin for the jar. (iv) By varying the 
depth of the ether in the jar—less vapour, obviously, 
coming off if there is but an inch of ether through which 
the oxygen bubbles than if there are four inches. 


Delivery to Patient, 

As indicated above, the delivery to the patient is made 
by the usual branched tube of silver metal with catheters 
attached. These must protrude well below the soft palate 
and over the entrance to the glottis. At least two and 
preferably three sets are required to cater for patients of 
differing age and size. When in place they will remain in 
position without fixation or other attention. 





FIGURE I. 


Applicability. 

This system is eminently applicable for all surgical anes- 
thesia, but especially for operations on the throat (such as 
tonsillectomy), for dental procedures, for upper abdominal 
work (such as cholecystectomy), and for operations on 
the head and neck (such as thyroidectomy). In these latter 
groups, the patient’s face being unmasked, it is advisable 
to separate the surgical field by a metal frame heavily 
draped with a sterile towel. 

And now let me enumerate the advantages of this 
mechanism. 

1. The patient is kept well oxygenated throughout the 
whole of the surgical procedure; the myocardium is pre- 
served in as good a contractile condition as is possible, 
and the vital centres are kept well flooded with very 
necessary oxygen, even to excess. 

2. The patient is returned to the ward in a condition as 
near excellent as is possible. 

3. The use of adventitious aids, such as tongue forceps, 
gags, artificial airways et cetera, is reduced to a minimum. 

4. The quantity of ether used is more than halved. 

5. The patient’s reflexes are under continuous observation 
without the annoying and cumbersome removal of masks, 
pads and towels on every occasion. 

6. The risk of ophthalmic irritation from contact with 
ether is eliminated, and the cornee can be continuously 
protected by sterile castor oil. 

7. The apparatus is silent. As there are no moving 
parts, there is no friction, no hum, no noise, much to the 
great satisfaction of the whole theatre personnel. 

8. The lid of the jar is provided with a filling plug 
whereby the ether can be replenished with ease and 
expedition. This is done by shutting off the oxygen at the 
cylinder, disconnecting the patient’s tube, unscrewing the 
plug and refilling; the reconnexion is made and the 
anesthetic resumed. 

9. In capital expenditure the method is cheap, the initial 
cost being but a tithe of that needed for an ordinary ether 
machine, 
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10. The apparatus is cheap to run, the ether used being 
but half the usual amount, and the oxygen, at two litres 
per minute, costing about sixpence per hour. 

11. Replacement of parts is easy, as the only part likely 
to come to grief is the jar. This is an ordinary jar such 
as jams are packed in, and can be purchased from any 
store for about a shilling. The lid is made with a standard 
thread which will screw on any such jar. 

12. The apparatus is totally independent of all electric 
power, and it can never be put out of action by any failure 
of current or whim of a union secretary. 

13. Blectricity and ether are ever uneasy bedfellows, and 
we have all heard of explosions due to short circuits and 
adventitious sparks. 
is certainly its greatest advantage. 





FicureE IT. 


14. Once it is in operation and the patient is “going 
nicely” the apparatus requires no attention save a casual 
glance. This is of great advantage to those of us who, 
owing to country isolation, cannot command the cooperation 
of a professional anesthetist. 

It is but fair to warn you that, should you use this 
apparatus, you may experience difficulties, and in order to 
combat these and reduce them to a minimum, you would 
be well advised to consider the following possible causes 
of failure. 

Should you have difficulty in keeping the patient anes- 
thetized, attend to the following points: (i) See that the 
cylinder has sufficient oxygen and that the gas is flowing 
evenly, that the cocks are turned on and the gauges are 
working. (ii) See that all connexions are gas-tight and 
that the tubes are not perished or leaking. (iii) See that 
the lid is screwed snugly to the jar top and that it is 
gas-tight. (iv) See that the tubes are connected to the 
correct nipples on the jar lid. (v) See that the intake and 
exit nipples are screwed tightly into the jar lid. (vi) See 
that the filling plug is screwed home. (vii) See that the 
delivery tube to the patient is not blocked by recondensed 
ether. (viii) See that the nasal catheters are not blocked 
by blood clot or mucus, or kinked by a deflected septum. 
(ix) Keep the ether level high in the jar, as the higher 
the ether level, the more vapour is produced. (x) In all 
but oral or transoral procedures, keep the patient’s mouth 
shut; this prevents the vapour from being diluted by orally 
inhaled air. 

Should the patient’s anesthesia become too deep, see that 
the water in the basin surrounding the ether jar is not 
too hot. 

Early in this series of 300 cases it was found that 
“Carbogen” was an improvement on oxygen, and through- 
out the latter three parts of the series this has been used 
for preference. It was found that the respiratory excursion 
was improved thereby and was altogether more satisfactory. 
The ages of the patients ranged from three to eighty-seven 
years, their condition from robust to moribund, and 
throughout the results have been excellent, the departure 
of a rosy-cheeked patient from the operating theatre being 
particularly gratifying, 





The total elimination of electricity 


In conclusion, it is contended that cumbersome, costly 
and noisy ether machines are entirely superseded by this 
simple, cheap and safe apparatus, which fulfils every 
demand made upon it. 


Summary. 


A new method of giving ether and “Carbogen” mixture 
for general anesthesia is described. 


$$ —————— 


FACIAL PARALYSIS: A CLINICAL REVIEW WITH 

AN AUTOPSY REPORT OF THE HISTO-PATHOLOGY 

IN A CASE OF INFECTION OF THE GENICULATE 

GANGLION BY THE VIRUS OF CEPHALIC HERPES 
ZOSTER. 





By J. PARKES FINDLAY, 
Sydney. 





CONSTRUCTIVE criticism is desirable and to be appreciated. 
It has been suggested to me, at home and during my visit 
in 1951 to the United States of America and England, 
that my book on facial paralysis, published in 1950, would 
have been enhanced by a clinical review of cases, and also 
that this review should have been included in my article 
“Facial Paralysis: A Clinical Classification”. 


I now offer this review as a supplement to the book, with 
the hope that it may help to clarify the clinical position 
of this affliction. This review covers all cases for 1949, 
1950 and 1951, in which the clinical records with the follow- 
up were accurately noted. The cases have been tabulated 
in accordance with my clinical classification published in 
1950 (Table I). 

At the same time I wish to present a report of the histo- 
pathological findings at autopsy in a case of geniculate 
facial paralysis due to infection of the geniculate ganglion 
by the virus of cephalic herpes zoster. 

Since my book was written, further literature on the 
decompression operation on the Fallopian canal cf the 
facial nerve has been forwarded to me by colleagues. The 
work is published by Bunnell, California, and in fairness to 
him I wish to state that his work was unknown to me and 
that the literature was unavailable. The operation described 
by him, “decompression operation and suturing of the facial 
nerve in the temporal bone’, predates Ballance and Duel’s 
description of the decompression operation by five years. 
I wish to thank Sullivan and Brydon Smith for the publica- 
tion of the investigation carried out at the University of 
Toronto—the publishing of the laboratory finding affords 
me great satisfaction and supports my clinical classification, 
especially the vascular occlusion facial paralysis group. 
I am only sorry that the work was not available to be 
included in my book. 

I am not sure that my figures agree entirely with 
Sullivan’s 25% of patients who will not recover function 
without operation. The series of cases now reviewed by 
me give 17:3% diagnosed as vascular occlusion facial 
paralysis requiring immediate decompression operation. It 
would seem, it may be stated, that a round figure of 20% 
of patients do not recover without decompression. 

The most important fact emerging from Sullivan’s investi- 
gation is the necessity for an immediate decompression 
operation in these 20% of cases; with this finding I heartily 
agree. 

I would again emphasize the importance of focal sepsis 
within the sensory field of the facial nerve as an etiological 
agent in neuritic facial paralysis. I would recommend 
otologists and physicians to read the work of Davis in 
“The Role of Dental Sepsis in Systemic Disease”. 

Complications following lower motor neuron paralysis 
of the faeial nerve are the syndrome of crocodile tears and 
synkinesis. I am unable to make any comment on the 
syndrome of crocodile tears, so well described by Tumarkin 
et alii 














{ 








jo 
; oe 
a 


( 


costly 
y this 
every 


xture 


TH 
GY 
TE 
ES 


lated, 

visit 
land, 
vould 
_ also 
rticle 


with 
ition 
1949, 
llow- 
lated 
od in 


1isto- 
ulate 
glion 


_ the 

the 

The 
ss to 
- and 
ribed 
acial 
uel’s 
ears. 
lica- 
y of 
‘ords 
tion, 
“oup. 
o be 


with 
‘tion 
i by 
acial 
1. It 
20% 


esti- 
sion 
rtily 


psis 
tical 
1end 
3 in 


lysis 
and 

the 
rkin 





Supplement to Tne MEDICAL JOURNAL OF AUSTRALIA, December 6, 1952. 


ILLUSTRATIONS TO THE ARTICLE BY J. PARKES FINDLAY. 





Figure II. 


Figure I. 





FicureE III. 
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With regard to synkinesis, no patients of mine up to the 
present have developed this after-effect. 

fam not prepared to commit myself as to the effective- 
ness in treatment of vasodilator drugs, although patients in 
the neuritic and vascular occlusion group have received 


this therapy. 


The extirpation of focal sepsis has been followed by quick 
recovery of patients in the neuritic group, within weeks. 
The age incidence of cases in the vascular occlusion facial 
paralysis group is very interesting, most patients being of 
the higher age level. The condition in the lower age levels 
may be vasospastic, probably from some form of allergy. 


Report of Case. 


The patient was a male, M.F., aged fifty-two years, with 
herpes zoster of the left external canal and the cavum 
conche and complete left facial paralysis, which had persisted 
for three months prior to his death from a ruptured gastric 
ulcer with peritonitis. This subject came to autopsy, and it 
was requested that a complete examination of the left 
geniculate ganglion and facial nerve should be undertaken by 
the department of pathology, Sydney Hospital. 

I wish to thank Dr. A. A. Palmer, morbid anatomist, and 
Dr. L. R. Finlay-Jones, assistant morbid anatomist, of the 
department of pathology at Sydney Hospital for their 
cooperation in carrying out the work and reporting on the 
prepared slides, and the department of photography at Sydney 
Hospital for the photography. I also wish to thank Dr. Oliver 
Latham, of the department of pathology, Medical School, 
University of Sydney, for examining the slides and giving his 
opinion. 


Pathological Report. 


The report, which is illustrated by the accompanying 
figures, was in the following terms. 

Figures I to VI are stained by hematoxylin and eosin. 
Figure VII is stained by Weil’s stain. 

The left petrous temporal bone has been decalcified, and 
microscopic slide preparations have been made to demon- 
strate the geniculate ganglion and neighbouring structures 
(Figure I). Most of the nerve cells of the geniculate ganglion 
are well preserved (Figure II). Degenerative changes are 
present in a small proportion of them; some show cytoplasmic 
shrinkage and nuclear pyknosis, and others have lost their 
nuclei (Figure III). There are lymphocytes and a few 
plasma cells scattered throughout the ganglion and facial 
nerve fibres, and there is lymphocytic cuffing of an occasional 
thin-walled blood vessel (Figure IV). 

More marked inflammatory changes are present around a 
group of blood vessels and a nerve trunk found in the bone 
close to the ganglion (Figure V). 

Special stains for myelin sheaths have not demonstrated 
any marked degree of degeneration in the facial nerve fibres 
(Figure VII). The few small regions where the fibres fail 
to stain may represent non-medullated autonomic nerve 
fibres. 

The changes seen in these sections (Figures I to VII) are 
consistent with the history of herpes of the geniculate 
ganglion. 
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Legends to Illustrations. 


Figure I.—Cororal section of the left petrous temporal bone 
showing the geniculate ganglion (a), the cochlea (b), the 
musculus tympanicus (c) and the Eustachian tube (d). 


Ficure II.—Geniculate ganglion cells showing well-preserved 
nerve cells. High power. 

FIGURE III.—Geniculate ganglion cells showing degenerative 
changes. High power. 

FieurE IV.—Geniculate ganglion cells and facial nerve fibres 
showing scattered inflammatory cells. Low power. 


Ficure V.—Nerve trunk showing inflammatory changes. Low 
power. 


FIGURE VI.—Blood vessel showing inflammatory changes. 
High power. 
FIGURE VII.—Section of facial nerve. 
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Reports of Cases, 


SULPHASMOGLOBINAEMIA OF UNUSUAL 
SEVERITY. 


Low power. Weil's 





By Rocer C. ANGOVE, 
Adelaide. 





ENTEROGENOUS CYANOSIS of sufficient degree to cause 
syncope is considered to be unusual and to merit recording. 

The cyanosis of sulphemoglobinemia is due to an 
abnormal pigment within the red blood cell. The normal 
red cell has only 1% to 2% of methemoglobin as a maxi- 
mum, and this small percentage is being continually 
reduced by an enzymatic process within the red cell. Any 
disturbance of this reconversion system, or the action of 
oxidants which produce methemoglobin more rapidly than 
the normal red. cell mechanism is able to reduce it, will 
lead to an abnormal concentration of methemoglobin in 
the cell. Sulphemoglobin is likewise formed by an oxidizing 
drug in the presence of either constipation or sulphur- 
containing medication, though the latter conditions are 
not thought to be really significant. 

Whether methemoglobin or sulphemoglobin forms in 
cases of enterogenous cyanosis appears to be quite 
fortuitous. 

Sulphanilamide, which was originally responsible for 
many of these cases, reacts with the tissues in vivo and 
leads to the formation of an oxidizing agent which pro- 
duces an abnormal concentration of methemoglobin or 
sulphemoglobin in the red cell. There is, however, some 
practical importance in distinguishing between the two 
types. 

An amount of 1:5 grammes of methemoglobin per 100 
millilitres of blood is required to produce cyanosis. The 
administration of methylene blue will enhance the 
enzymatic reduction mechanism within the red cell, 
bringing it to a far more rapid rate than normal, and 
therefore is of value in treatment. Patients with primary 
methemoglobinemia have been found to have a low serum 
ascorbic acid content, and in these cases ascorbic acid 
therapy has some effect as a reducing agent, whereas this 
effect is minimal in cases of secondary sulphemoglobinemia 
due to drugs. 

Less than 0-5 gramme of sulphemoglobin per 100 milli- 
litres of blood is required to produce cyanosis. The 
sulphemoglobin once formed is incapable of being reduced 
to hemoglobin and persists until the red cell is destroyed 
at the end of its span of life. Hence this type of cyanosis 
may persist for up to one hundred and twenty days, and 
there is a gradual fading which is not influenced by 
treatment. 

Clinical Record. 

The following case is recorded in which the amount of 
phenacetin drug administered was very small, and it is 
doubtful if it could have been sufficient to initiate the 
oxidation and formation of sulphemoglobin. 

Mrs. McC., a primipara of twenty-three years, was first 
examined on September 27, 1951. She was six months 
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pregnant and had suffered from excessive vomiting in the 
early months. 

Thirteen days prior to being examined she had com- 
plained of shivering and nausea, followed a day later by 
aching in her back; this kept her awake at night and 
became more severe and was associated with epigastric and 
left lumbar pain for the next two days. She took four 
Ascotin” and four “Veganin” tablets in all for the pain. 
There were no urinary symptoms and the pain eased and 
fever settled after three or four days. 

Blueness had then appeared and gradually increased in 
intensity, though she was now feeling well; she stated that 
the colour varied in depth with exertion. 

She was a bright cheerful young woman with a pro- 
nounced mauve colour and warm extremities. 

Her cardio-vascular system was normal and she had a 
regular pulse of 80 per minute and a blood pressure of 125 
millimetres of mercury, systolic, and 70 millimetres, 
diastolic. 

The uterine swelling was consistent with a six-months 
pregnancy. 

No other abnormality was present. The urine was normal. 

Blood examination showed a hemoglobin value of 74% 
(Sahli), a total red blood cell count of 3,900,000 per cubic 
millimetre, and a total white blood cell count of 9000 per 
cubic millimetre. The red blood cells showed slight aniso- 
cytosis. Suiphemoglobin was detected szectroscopically at 
a dilution of 1:180 and absent at a dilution of 1:200. 

According to Bloem (1933), 0-52 gramme of sulphemo- 
globin represents the minimum concentration that can be 
detected spectroscopically, and hence it can be calculated 
that this patient had approximately 9-8 grammes of circu- 
lating sulphemoglobin out of a total of 11-4 grammes of 
hemoglobin, which leaves only 1:6 grammes of oxyhemo- 
globin. This low value of circulating oxyhemoglobin was 
considered to be the underlying factor causing syncope. 

Electrocardiography showed a tracing within the limits 
of normal. 

Progress. 

She was treated with methylene blue, one grain three 
times a day, ascorbic acid, 100 milligrammes three times a 
day, and ammonium chloride, 15 grains four times a day. 

Over the next seventy-two hours she had several syn- 
copal attacks and on any exertion developed a tight retro- 
sternal constricting sensation. As these symptoms were 
progressive she was given a transfusion of two pints of 
blood. No further episodes of syncope or tightness in the 
chest occurred. The cyanotic colour faded slowly over a 
period of four to six weeks. 

Three days after the transfusion sulphemoglobin was 
present in a dilution of 1:90. 

She continued well till the last two weeks of her preg- 
nancy, when she developed albuminuria and hypertension. 
She was delivered of healthy male twins, and her present 
state of health is good, the blood pressure and urine having 
returned to normal shortly after delivery. 

After delivery sulphemoglobin was not detectable in the 
blooc spectroscopically. 

Reference. 


Bloem, T. F. (1933), “Relative Value of Clinical Tests for 
Blood”, The Biochemical Journal, Volume I, page 124. 





Reviews. 


PENICILLIN. 








In spite of the development of resistant strains of staphy- 
lococci in hospital practice, penicillin still remains the safest 
and most generally useful antibiotic. A book on its practical 
application,’ edited by Sir Alexander Fleming, is a welcome 


1“Penicillin: Its Practical Application”, edited by Professor 
Sir Alexander Fleming, M.B., B.S., F.R.C.P., F.R.C.S., F. 
Second Edition; 1950. London and Butterworth (Publishers), 
Limited. 84” x ba”, pp. 506, with 63 illustrations. Price: 42s. 





« 


f Company. Sydne 


guide for the medical profession. There are interesting 
chapters on the history, chemistry, manufacture, pharmacy 
and pharmacology of penicillin. Then after consideration 
of the bacteriological control of therapy and a description of 
methods of administration, the remainder of the book is 
devoted to the clinical use of penicillin. This covers a wide 
range including medicine, surgery, obstetrics, venereal 
diseases, dermatology, ophthalmology and diseases of the 
ear, nose and throat. There is also a chapter on the use of 
penicillin in animal diseases. The treatment of subacute 
bacterial endocarditis is discussed by Professor Christie, 
who reports the results of the therapeutic trials carried 
out under the Medical Research Council, and recommends 
a dose of 2,000,000 units daily for six weeks, with larger 
doses in certain cases. In discussing diseases of the chest 
the authors advise intramuscular injection of 500,000 units 
of crystalline penicillin twice daily for acute pulmonary 
infections; for lung abscess they use 2,000,000 units daily 
in three doses for three weeks or more, often combined with 
penicillin inhalations, and find that this has rendered surgery 
rarely necessary. Professor Aird discusses acute osteo- 
myelitis and mentions the vindication of Sir Howard and 
Lady Florey’s forecast that with early diagnosis and inten- 
sive treatment, the disease would not require surgical inter- 
vention. The very important subject of infections of the 
hand is given a special chapter. An excellent chapter with 
some striking illustrations is devoted to infections of the 
brain and meninges. It is mentioned that penicillin does not 
pass the blood-brain barrier; however, it has since been 
shown that 1,000,000 units of crystalline penicillin injected 
intramuscularly every two hours’ do produce therapeutic 
concentrations in the cerebro-spinal fluid. Enough has 
been said to indicate the scope of this excellent book. It is 
well printed on good paper and easy to read. A list of 
references follows each chapter and there is an adequate 


index. 





A HISTORY OF NEUROLOGICAL SURGERY. 





In “A History of Neurological Surgery”, edited by Earl 
Walker,? the history of neurological surgery has been painted 
on a very wide canvas. The editor is not only a distinguished 
contemporary neurosurgeon, but has contributed by his 
original work both to the basic sciences and to the practice 
of neurosurgery itself. The book is beautifully published and 
is very richly illustrated. It is particularly valuable for the 
extraordinary bibliography of nearly two and a half 
thousand references. The text moves forward in a very 
fluent style, and in many places the editor’s interest in 
human personal relations is allowed to appear between his 
more scientific and historical expositions. This is an extra- 
ordinarily interesting and valuable book and deserves a 
prominent position in the library of every medical bibliophile. 





FOUNDATIONS OF NEUROPSYCHIATRY. 





ALTHOUGH Stanley Cobb claims to have rewritten several 
of the chapters of his book “Foundations of Neuro- 
psychiatry’? since the last edition, little change of any 
consequence can be detected—except it be the introduction 
of the blessed word “cybernetics’—and most of the criticisms 
in our previous notice still hold. The book retains its original 
objective of providing a basis of neurological anatomy, 
physiology and pathology, of psychology, clinical neurology 
and psychopathology “to give to practitioners and students 
of medicine the facts and correlations needed to understand 
the simpler workings of the central nervous system”. Thus 
it is merely a preface to future studies for which references 
are given, but these are very limited. Such a synthetic 
approach is, perhaps, legitimate, provided the sections out- 
lined above are adequate and up to date. In fact, the 
attention given to each section is of the most elementary 
and cursory character, and some parts, at least, are twenty- 
five years or more out of date—for example, designation of 
the basal ganglia as the highest level of a non-existent 
“old motor system”. We can scarcely conceive that any 





1A History of Neurological Surgery”, edited by A. Earl 
Walker, M.D. ; 0 51. Baltimore: The Williams a Wilkins 
: Angus and Robertson, a 103” x 74”, 
pp. 596, with 152 illustrations. Price: £6 9s. 

2“Foundations of Neuropsychiatry”, by Stanley Cobb, A.B., 
M.D.; Fifth Edition; 1952. Baltimore: The Williams and 
Wilkins Company. Sydney: Angus and Robertson, Limited. 
9” x 64”, pp. 296, with 15 text figures. Price; 32s. 3d. 
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medical student or practitioner who has had an adequate 
training in the basic sciences would require fortification at 
such a level, but we must be wrong since the book is in its 
fifth edition. It would gain considerably in value if the 
factual sections were strengthened and much of the 
theoretical matter omitted. 





“AMBULATORY PROCTOLOGY.” 





THE foreword by Beaumont S. Cornell to Alfred J. Cantor’s 
second edition of “Ambulatory Proctology” is arresting in 
that the bold statement is made that the ancient axiom of 
Hilton of “the necessity of rest in treating human ills” is 
being progressively modified or disregarded. We are informed 
that most Americans dislike rest. As in the first edition, 
the clinical anatomy of the anus, rectum and sigmoid is 
fully described. It is pointed out that a complete history is 
essential for diagnosis in many cases. (Most clinicians con- 
sider a complete history is necessary for diagnosis in all 
cases.) If one is “pressed for time” the history is taken 
during the course of examination. 

The choice of anesthetic for ambulatory protology is dis- 
cussed. An oil-soluble anesthetic is advised so that analgesia 
may last some days to ward off pain. Occasionally caudal 
anesthesia is used. It is mentioned that varying degrees of 
sphincter incompetence for some weeks may result from 
such anesthesia, but apparently this is expected not to 
inconvenience the patient. 

Routine pre-operative measures advocated are somewhat 
startling; the instruction sheet to the patient on page 61 
is formidable, and it is questionable whether, without the 
help of trained personnel, it could be observed. Alongside 
the treatment advised for the ambulatory patient, that for 
the patient in hospital is given, and it is obvious that the 
latter will get much the better and more humane deal. 

The possibilities of the occurrence of post-operative pain, 
urinary retention and hemorrhage are mentioned. Many 
operative procedures are described, and for all intraabdominal 
operations admission to hospital is recommended. For 
pernicious cryptogenic pruritus ani, tattoo neurotomy is used 
exclusively. Fulguration for malignant change in a malig- 
nant polypus of the rectum or sigmoid is recommended and 
is spoken of as an ambulatory procedure. Most experienced 
surgeons would consider such an operation as_ highly 
dangerous and inefficient. The surgical procedures recom- 
mended for prolapse procidentia are not impressive. 

The work on the whole gives much food for thought, and 
great detail can be found explaining the use and abuse of 
the more recent drugs and antibiotics. For those members 
of the medical profession who have an urge to carry out 
operative measures in their consulting rooms and send their 
patients home, knowing all the attendant risks, much help 
will be gleaned from reading this work of 563 pages arranged 
in an attractive style with easy readable print. 





THE SURGICAL SCIENCE OF ASTLEY COOPER. 





R. C. Brock, a surgeon specialist of Guy’s Hospital, 
London, has made a thorough research into the life and 
work of Sir Astley Cooper, Bart.,.and his book’ clearly 
establishes the fact that his great predecessor on the surgical 
staff of this hospital was a torch-bearer for the new science 
of surgery; there can be no doubt that his high professional 
character and skilful practice of the art helped British 
surgery and its well-trained craftsmen to gain a higher 
status in the community. 

Towards the end of the nineteenth century Astley Cooper 
served his surgical apprenticeship in the wards of Guy’s and 
Saint Thomas’s Hospitals, in the days when the two famous 
institutions were knit close together in site, service and 
spirit. No sooner had a yearning for surgical knowledge 
commenced to stir within the young student than he decided 
to explore other fields outside the curriculum and diligently 
listened to the lectures of John Hunter, whose originality of 
thought and new method of approach to his subject made 
his teaching difficult to understand. But it was not long 
before the penetrating insight of Astley Cooper sensed the 
true scientific wisdom of his unorthodox teacher, so that 
he was able to appreciate fully “the transcendent talents of 
that immortal genius Mr. John Hunter”. All through the 





1“Ambulatory Proctology”’, by Alfred J. Cantor, M.D., with 
a foreword by Beaumont S. Cornell, M.D.; Second Edition ; 
1952. New York: Paul B. Hoeber, Incorporated. 94” x 64”, pp. 
580, with 306 illustrations. Price: $10.00. 

2“The Life and Work of Astley Cooper’, by R. C. Brock, 
M.S., F.R.C.S., F.A.C.S.; 1952. Edinburgh and London: E. and 
2 en sega Limited. 9” x 63”, pp. 184, with 19 illustrations. 

rice: 8. 


pages of this book we see the influence of the founder of 
modern surgery guiding the fooisteps of Astley Cooper from 
beginning to end of a splendid career; one consistently 
marked by unflagging industry, honesty of purpose, and the 
inherent desire to supplement his knowledge by original 
research. No doubt, the ultimate attainment of his fondest 
ambitions was helped considerably by a commanding 
presence, an irresistible charm of manner, and in the posses- 
sion of that rare gift of being able to hold and impress 
students and fellow practitioners in his lectures and writings. 

It is obvious that Mr. Brock has thoroughly enjoyed 
delving into the life and work of Sir Astley Cooper, one of 
the most striking and important personalities in the history 
of modern surgery. In a fluent style, he presents his sub- 
ject to the reader as an enlightened surgeon, an able teacher, 
an inveterate research worker, a great exponent of human 
and comparative anatomy, a great surgical craftsman and 
innovator, and a prolific writer. There are several good 
illustrations, and the publisher has produced quite a hand- 


some volume. 





CAUSES AND PREVENTION OF TUBERCULOSIS. 





DuRING recent years most books on the control of tubercu- 
losis have been devoted to medical and surgical treatment. 
Brice R. Clarke in “Causes and Prevention of Tuberculosis’ 
has rightly redirected attention to examination of the 
reasons why tuberculous infection develops into tuberculous 
disease and, more important still, how infection can be 
prevented. In an excellent chapter on primary tuberculosis 
he quotes the results of a survey conducted at the Lyman- 
hurst Health Centre, United States of America, in 1939: 
“The children were followed up for 10-11 years, at the end 
of which period 67 (15:0%) of the originally positive and 13 
(1:'7%) of the originally negative reactors were ill with re- 
infection tuberculosis.” This survey draws attention to the 
dangers of primary infection in childhood, and Clarke 
expresses the opinion that “primary infection in adolescence 
is attended by more serious results than infection in child- 
hood”. He refers to the advice of Gaisford that there should 
be routine Mantoux testing of all infants by the family 
medical attendant before the end of the second year, and 
that a positive reaction should be followed by a search for 
the source of infection. Later the advice of Sir Robert 
Philip, given eleven years earlier, is also quoted: “My plea 
has long been that this (tuberculin) test . . Should be 
carried out in the routine fashion by every family prac- 
titioner at successive intervals from the period of infancy 
onwards.” Many will not agree with Clarke’s opinion that 
a repetition of any of the tuberculin tests can give rise to 
sensitization and so be followed by a positive result. 

The chapter on food and tuberculosis is worth careful 
study. The author stresses the value of a high protein diet 
in raising resistance to tuberculosis and indicates that the 
incidence of tuberculosis in a family, especially in the wage- 
earner, may lead to undernutrition as the result of the 
reduction in the family income. He considers provision of an 
adequate food supply far the most important of living con- 
ditions in relation to tuberculosis. 

In the chapter on mass radiography Joseph Ritchie 
inclines to the view that the complete investigation of ali 
abnormal cases should be conducted by the mass radiography 
unit, which would then function as a “fully diagnostic chest 
unit”. This gives the staff of the unit a greater sense of 
completeness in the work and the patients appreciate not 
having to be examined by people with whom they are not 
acquainted. In addition it eliminates delay and promotes 
uniformity. Reference is made to the value of examining 
certain groups such as patients referred by general prac- 
titioners, contacts of known cases and hospital patients. 
Ritchie thinks that tuberculin testing, B.C.G. vaccination 
and mass radiography should all be joined together, and 
Clarke sums up the chapter on B.C.G. as follows: “Whatever 
may be the future of B.C.G., there is no doubt that its 
application at the present time can diminish the incidence 
of tuberculous disease’’—and that is about all that has been 
claimed for it. 

Many have feared that mass radiography might lead to 
much unnecessary disturbance amongst the “apparently 
healthy”. This need not be so because most will agree 
with Clarke that “the subject of early symptomless non- 
toxic tuberculosis should be allowed to continue his normal 
occupation unless the work is clearly unsuitable” and that 





1“Causes and Prevention of Tuberculosis’, by Brice R. 
Clarke, M.D., with a chapter on mass miniature radiography 
by Joseph Ritchie, L.R.C.P., L.R.C.S., and a foreword by 
Professor J. H. Biggart, C.B.E., M.D., D.Se.; 1952 Edinburgh 
and London: E. and S. Livingstone, Limited. 10” x 7”, pp. 
296, with 13 text figures. Price: 32s. 6d. 
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“rest in bed may be useless in the absence of toxemia and 
admissions to hospital should be reserved for those cases 
in which there is a definite indication”. It is to be hoped 
that experience supports the conclusion that primary tuber- 
culosis in which a positive diagnosis is made on gastric 
lavage only is non-infectious. 

There is an excellent bibliography at the end of each 
chapter. Clarke is at his best when writing about preven- 
tion, and this excellently produced book should be in the 
hands of every family doctor, medical officer of health and 
chest physician. 





FORENSIC MEDICINE. 





THE publication in 1947 of “Forensic Medicine” by Keith 
Simpson was a welcome addition to the smaller books on 
the subject. The second edition’ maintains the practical 
approach and offers the reader a concise cover of the 
problems of legal medicine, ethics and toxicology, Not much 
change could be expected in a book such as this, where there 
is little place for theory, but there is some alteration in 
the sections on head injuries and deaths under anesthesia, 
and the section on narcotics has been improved. All the 
usual aspects of the subject are treated in a manner which 
makes for easy reading and study, and as the chapters 
lead on from the preliminary examination of the dead body, 
the changes after death and the methods of identification, 
to the determination of the cause of death and the giving 
of evidence in courts, the student or practitioner is left in 
no doubt as to what he should do or say. The one draw- 
back for Australian students is that the law quoted is that 
of England and Scotland. Important points in the text are 
again emphasized by well-selected illustrations, the number 
of which has been considerably increased in this edition, and 
by numerous short reports of appropriate cases. This new 
edition is worthy of the attention of the practitioner seeking 
a short book on the subject, and the student should find it 
an excellent book for examination purposes, but the prac- 
titioner called upon to do medico-legal work for the courts 
will probably find it too brief. 


i 
—<Se-- 


Motes on Books, Current Journals and 
Mew Appliances. 


“FAMILY DOCTOR.” 











NoTABLE among the contents of the November issue of 
“Family Doctor’, the British Medical Association’s monthly 
magazine for non-medical people, are articles on witchcraft, 
having a baby, the new test that is claimed to tell the sex 
of a child in the sixth month of pregnancy, the fenestration 
operation, “enjoying poor health’, and coping with children 
in bed. Numerous smaller articles and the popular regular 
features make up an interesting number which is produced 
as attractively as ever. 





A JOURNAL OF METABOLISM. 





A NEW journal entitled “Metabolism, Clinical and Experi- 
mental” has been begun in the United States. It is intended 
to cover the so-called metabolic diseases and a wide related 
field and to cater for the clinician as well as the research 
worker. Publication, which started in January, 1952, is 
to be bi-monthly. The publishers are Grune and Stratton, 
of New York, and the British agents are Bailliére, Tindall 
and Cox, Limited, of London. The price in England is 80s. 
per annum, post free. 





“RORSCHACHIANA.” 





DESCRIBED as an international review of Rorschach and 
other projective techniques, “Rorschachiana” is a new 
journal founded by the First International Rorschach Con- 
gress. It is “intended to provide an international forum 
for research in personality, assisting in the exchange of 
facts and theories between serious investigators of all lands 
and schools”. The articles are in English, French or German 
with a summary in each of the three languages. It is to be 
published quarterly by Hans Huber of Berne and Stuttgart. 


1“Forensic Medicine’, by Keith Simpson, M.D. (London) ; 
Second Edition; 1952. London: Edward Arnold and Company. 
9” x 6”, pp. 352, with 131 illustrations. Price: 21s. 





Books Received. 


[The mention of a book in this column does not imply that 
no review will appear in a subsequent issue.] 








“The Principles of Nutrition for Practitioners and Students”, 
by C. F. Brockington, M.A., M.D., D.P.H. (Cantab.), with a 
foreword by J. M. Mackintosh; 1952. London: William 
— (Medical Books), Limited. 74” x 5”, pp. 146. Price: 

Ss. 


A practical book prepared on the question and answer 
system. 





“The Treatment of Diabetes Mellitus’, by Elliott P. Joslin, 
A.M., M.D., Sc.D., Howard F. Root, M.D., Priscilla White, M.D., 
Se.D., and Alexander Marble, A.M., M.D. ; Ninth Edition; 1952. 
Philadelphia: Lea and Febiger. Sydney: Angus and Robertson, 
—— 6 ey x 64”, pp. 772, with 26 fiiustrations, one in colour. 

rice : s. 


A completely revised edition of a well-known work. 





een in Medical Practice’, edited by C. Allan Birch, 
M.D., F.R.C.P.; Third Edition; 1952. Edinburgh and London: 
E. and Ss. Livingstone, Limited. 834” x 6”, pp. 600, with 143 
illustrations, 15 in colour. Price: 32s. 6d. 


Fully revised since the last edition published in 1950. 





“Antibiotics: A Survey of their Properties and Uses”, pub- 
lished by direction of the Council of the Pharmaceutical Society 
of-Great Britain; 1952. London: The Pharmaceutical Press. 
9” x 6”, pp. 302, with 24 illustrations. Price: 25s. 


The “first edition”, issued in 1946, was entitled ‘Penicillin: 
Its Properties, Uses and Preparations”. 





“Elementary Hygiene for Nurses: A Handbook for Nurses 
and Others”, by H. C. Rutherford Darling, M.D., M.S. (London), 
F.R.C.S. (England), F.R.F.P.S. (Glasgow), and John Denis 
Murphy, M.B., B.S. (Sydney); Tenth Edition; 1952. 74” x 5”, 
pp. 302, with 72 illustrations. Price: 


Fully revised and brought up to date. 





“The Old Egyptian Medical Papyri”’, by Chauncey D. Leake 
1952. Lawrence, Kansas: University of Kansas Press. 84” x 5a”, 
pp. 108. Price: $2.00. 

Prepared “for the amusement of those who are interested 
generally in the development of medicine and science, rather 
than for the criticism of those who are expert medical 
historians or Egyptologists”’. 





“Cardiac Therapy”, by Harold J. Stewart, M.D.; 1952. New 
York: Paul B. Hoeber, Incorporated. 10” x 7”, pp. 632, with 
68 illustrations. Price: $10.00. 

A detailed presentation of the author’s ideas on the 
treatment of heart disease. 





“Diseases of the Skin: A Manual for Students and Prac- 
titioners”, first compiled by the late Robert W. MacKenna, 
M.A., M.D., Ch.B. (Edin.); Fifth Edition, by Robert M. B. 
MacKenna, M.A., M.D. (Camb.), F.R.C.P (London), with a 


‘chapter concerning radiology by I. G. Williams, F.R.C.S. 


(England), D.M.R.E. (Camb.), F.F.R. (Gt.B.) ; 1952. London: 
Bailliére, Tindall and Cox. 93” x 63”, pp. 622, with 215 
illustrations. Price: 42s. 

Primarily for the medical student and the general prac- 
titioner. 





“Aids to Surgery”, by Reginald C. B. Ledlie, M.B., B.S. 
(London), F.R.C.S. (England), and Michael Harmer, M.A., 
M.B., B.Chir. (Cantab.), F.R.C.S. (England) ; i Eighth Edition: 
1952. London: Bailliére, Tindall and Cox. 64” x 4”, pp. 358, 
with 23 text figures. Price: 7s. 6d. 


A new edition after ten years of this number of the “Aids” 
series. 





“Little Nuisance”, by Paul F. Svenningsen; 1952. London: 
Putnam and Company, Limited. 74” x 5”, pp. 16, with 30 
illustrations. Price: 3s. 6d. 

A small book of amusing drawings depicting the first two 
years of parental problems. 





“Toward Manhood”, by Herman N. Bundesen, M.D.; 1952. 
London: Harvey and "Blythe, Limited. 8” x 5%”, pp. 176, with 
two illustrations. Price: 10s. 

An attempt to explain the subject of sex to boys frankly 
and truthfully. 
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SATURDAY, DECEMBER 6, 1952. 
————<—>___ 


All articles submitted for publication in this journal should 
be typed with double or treble spacing. Carbon copies should 
not be sent. Authors are requested to avoid the use of 
abbreviations and not to underline either words or phrases. 


References to articles and books should be carefully 
checked. It a reference the following information should 
be given without abbreviation: surname of author, initials 
of author, year, full title of article, name of journal without 
abbreviation, volume, number of first page of the article. 
If a reference is made to an abstract of a paper, the name 
of the original journal, together with that of the journal 
in which the abstract has appeared, should be given with 
full date in each instance. 


Authors who are not accustomed to preparing drawings 
or photographic prints for reproduction are invited to seek 
the advice of the Editor. : 
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THE MEDICAL RESEARCH COUNCIL OF GREAT 
BRITAIN. 





THE report of the Medical Research Council of Great 
Britain for the year 1950-1951 (October 1 to September 30) 
has been issued. This is the thirty-seventh annual report 
of the Council and of its predecessor the Medical Research 
Committee. During the financial year 1951-1952 Parliament 
provided for the expenditure of the Medical Research 
Council a grant-in-aid of £1,626,500 on the ordinary account 
and £276,050 on the non-recurrent account for special 
apparatus and buildings. The increased amount is due to 
the fact that from April 1, 1951, the Council undertook to 
make a block grant for the research activities of the Royal 
Cancer Hospital. This hospital had become part of the 
National Health Service, and the Ministry of Health 
thought that research activities on such a scale should 
have a separate provision. With the approval of the 
Treasury, therefore, a sum of £150,000 was transferred 
from the estimates of the Ministry to those of the Council. 
At the same time the earlier association of the Royal 
Cancer Hospital with the University of London has been 
preserved by constituting the research departments as an 
institute of cancer research within the ambit of the British 
Postgraduate Federation. This arrangement marks a new 
departure in the Council’s practice. 


One of the chief reasons for our discussion of this report 
is its reference to the late Viscount Addison, who was until 
recently chairman of the Medical Research Council and 
who had been a member of the Medical Research Com- 
mittee throughout its existence from 1913 to 1920. We 
read that it is to Addison’s influence more than to that 
of anyone else that the Council owes its present constitu- 
tion and those particular features of its organization which 
have “aroused the admiration and envy of research bodies 
in many other parts of the world”. The story is of such 
importance to all research that it should be retold. When 
Dr. Christopher Addison (as he was then) first became 
a member of Parliament he was closely associated with 
Mr. Lloyd George in framing the measure which became 


the National Health Insurance Act of 1911 and which 
provided the basis for the appointment of the original 
Medical Research Committee under the egis of the 
National Health Insurance Joint Committee. Addison took 
the special interest in the devising and implementation of 
this body that was to be expected from one with his 
training and background. As already stated, he became 
a member of the committee. In 1919 he was President of 
the Local Government Board and had the responsibility of 
piloting through the House of Commons the bill to estab- 
lish a Ministry of Health to take over and expand the 
functions of the Local Government Board in matters of 
health in England and Wales. Many people assumed that 
if a ministry was created the Medical Research Committee 
would be subject to its direction. To the surprise, however, 
and, we are told, to the consternation of both friends and 
opponents Addison thought otherwise. He became first 
minister of the new department. In a memorandum to 
Parliament he set out his reasons which as Minister of 
Reconstruction he had submitted to Cabinet in the pre- 
ceding year. (The full text of the memorandum is printed 
as an appendix to the report.) His reasons carried con- 
viction and the solution he proposed, the present constitu- 
tion of the Medical Research Council, was accepted. It 
was Addison’s close association with the Medical Research 
Committee in the first World War which showed him that 
the Government’s organization for medical research should 
not be included in any particular department, but should 
be set up independently and given an existence in its own 
right. The report states that it was perhaps fortunate that 
the original Medical Research Committee was prevented by 
circumstances from becoming exclusively involved in the 
concerns of the departments with which it had been 
directly connected. It had hardly been formed when the 
first World War broke out and much wider demands were 
made upon it—by the end of the war it was clear that 
medical research had important contributions to make in 
many fields other than those of the departments respon- 
sible for public health in the different parts of the United 
Kingdom. Not only was the “existence in its own right” 
the only independence that was needed—a “inore subtle 
and vital freedom had to be secured”. Addison’s advantage 
lay in the fact that he himself was a trained research 
worker. “He knew the inevitable sterility of shortsighted, 
ad hoc research programmes, and he knew that the solu- 
tion of a particular scientific problem often comes 
unexpectedly from work not obviously relevant.” He 
therefore wrote that “any body of men engaged upon 
scientific research in medicine or any other field should be 
given the widest possible freedom to make their new 
discoveries”. He defined this freedom as “freedom to 
pursue scientific inquiries in any direction which may 
increase scientific knowledge of any kind”, and he added 
that it would be secured only “by making the connexion 
between the administrative departments concerned .. . and 
the research bodies whose work touches the same subjects, 
as elastic as possible and by refraining from putting the 
scientific bodies in any way under the direct control of 
Ministers responsible for the administration of health 
matters”. Ministers are only human after all and we 
know from actual experience that they are not always 
their own masters, but that they have sometimes to heed 
the wishes of Cabinet or obey the commands of party. The 








820 THE MEDICAL JOURNAL OF AUSTRALIA 


DECEMBER 6, 1952 





report tells us that the minister in charge of medical 
research, or of any other research for that matter, would 
be constantly tempted to try in various ways to secure 
that the conclusions reached by organized work under any 
scientific body which was substantially under his control 
should not suggest that his administrative policy might 
require alteration. Of course, administrative policy might 
be based on conclusions which research might show to be 
worthless. The bearing of all this on medical research 
problems in Australia is obvious; it is the kind of thing 
which our research workers and our own Federal Council 
have been saying for many years. 


With the expansion which has taken place recently in 
medical research in Great Britain, the Council has 
increased the facilities for the training of workers and has 
made special provision for certain categories of workers 
whose needs were not being fully met by existing arrange- 
ments. At present there are three main schemes. There 
are post-graduate studentships (to be known in future as 
post-graduate scholarships), clinical fellowships tenable in 
Great Britain, and travelling fellowships. The _post- 
graduate studentships are intended mainly for recent 
graduates. They are awarded for one year in the first 
instance, but are renewable up to a maximum of three 
years; most have been held for the maximum period. 
Since the scheme was started in 1944, 221 studentships 
have been awarded, 39 of them to women. Twenty-two 
of the men and four of the women were medically 
qualified; most of the others held honours degrees 
(bachelor) in the natural sciences, while a few held 
masters’ degrees or doctorates of philosophy in science. On 
October 1, 1951, the number’of studentships in being was 
97. The value of these studentships cannot yet be assessed 
—there has not been sufficient time to see what careers 
their holders will ultimately follow. It is perhaps a little 
optimistic to suppose that it will always be possible to 
assess the value of such awards—though a holder of a 
studentship may not achieve a distinguished position, his 
outlook and understanding will*be broadened and increased 
and these are factors which cannot easily be estimated, if 
at all. Clinical research fellowships are intended for more 
senior graduates who have had clinical experience—they 
must have held hospital appointments which they would 
not normally hold until eight years after beginning medical 
study. They receive the salary of a registrar in the 
National Health Service, and an undertaking is given by 
the academic or hospital department sponsoring a 
candidate’s application that, on the satisfactory completion 
of his fellowship, he will be given the choice of returning 
to that department. The first.fellowships under this scheme 
were awarded in 1951. The council has five groups of 
travelling scholarships at its disposal; all are uormally 
tenable for one year. To one of these groups special 
reference should be made. French exchange scholarships 
in medical science are made by arrangement with the 
Centre national de la recherche scientifique, each body 
nominating two workers annually to work in the other’s 
country. The first awards were made for the academic 
year 1948-1949. Some figures should also be given for the 
Rockefeller Medical Fellowships. A table is given showing 
the careers of the holders of these fellowships between the 
years 1923 and 1950. Only in regard to. three fellowships 
was no information available. The other items in the 


table are as follows: university chairs, 41; university 
readers or lecturers, 21; other whole-time research or 
teaching appointments, 22; part-time research or teaching 


‘appointments, 32; whole-time public health work, 4; con- 


sultant or general practice, 10. The comment on this table 
is that rarely can enlightened generosity have reaped such 
a rich reward. These arrangements for the training of 
research workers are an example to the whole world. The 
interchange of workers between Great Britain and France 
is an indication that some day there will be a regular 
interchange between the scientific trainees of different 
countries—an event which would further the advance of 
science and increase the mutual understanding of peoples 
in different parts of the world. This is a subject which 
has been discussed during recent years in this journal. 
For the present Australia should take note of what is 
being done in the field of research in Great Britain and 
indeed in other countries as well. She should follow what 
seems worth while from overseas, and it is not beyond the 
range of possibility that she may have something to give 
in return. 





Current Comment, 





METHODS OF ADMINISTERING IRON. 





Factors concerned in the administration, storage and 
absorption of iron have been given due notice in the 
literature for some time past. Over a generation ago 
attention was centred on the suitability of various prepara- 
tions of iron from the point of view of palatability and 
interference with digestion. It is, however, only of com- 
paratively recent times that really critical studies have 
been carried out, though there has been a considerable 
volume of work on the relation of intake and absorption. 
Further, the question of toxicity has been investigated, 
and this has been thought to be a bar to the most direct 
and positive method of administration by the intravenous 
route. It will not be forgotten that several unfortunate 
accidents have occurred when young children have 
swallowed dangerous and even lethal quantities of iron 
prescribed for their parents. An article has appeared by 
Mary R. Gram and Ruth M. Leverton giving the results of 
experimental administration of several preparations of iron 
to healthy and non-anemic women.’ Gram and Leverton 
were concerned only with the amount of iron absorbed, 
as estimated by assay of the total fecal content over the 
latter fortnight of the test period of four weeks. The 
method chosen was one with which the investigators have 
had extensive experience, eliminated risk of contamination, 
and ensured recovery of 98% to 102% of the added iron. 
The subjects were residents in college living on self- 
selected diets, but they did not eat liver or spinach during 
the test period. Three preparations were used—ferrous 
gluconate, ferrous lactate and ferrous sulphate. The mean 
daily absorption was 9, 13 and 11 milligrammes respec- 
tively, but when analysed statistically the differences were 
not considered significant. There was some evidence that 
ferrous lactate gave more consistent absorption than the 
other salts. After a month of administration of 100 milli- 
grammes a day none of the women showed any increase in 
their hemoglobin content. Gram and Leverton point out 
that some allowance’ has to be made for the individual 
vagaries of the digestive tract, but it was possible to 
divide the subjects into three groups, those who stored 
more than five milligrammes a day, those who excreted 
more than five milligrammes in excess of the amount they 
were ingesting, and those who were in equilibrium. It 
must be realized, too, that there are variations in absorp- 
tion in individuals due to differences in gastric acidity, 





1The Journal of Laboratory and Clinical Medicine, June, 1952. 
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intestinal motility and iron requirement. Gram and 
Leverton found that 14% of their subjects lost iron while 
on a high intake, and cannot give any explanation of this. 
From this series we may turn to a recent study by Albert 
B. Hagedorn on the intravenous use of iron. He remarks 
that a number of reports have appeared on the results of 
this treatment for anemia, but the use of the method has 
been somewhat limited by the need for avoiding toxic 
reactions. For the last two years Hagedorn and his 
associates have been using a Swedish preparation of a 
ferric carbohydrate with a high molecular weight, which 
has given less toxic effect than other American and English 
preducts. Earlier reports from England were based on 
the use of a saccharated iron oxide. At the Mayo Clinic 
intravenous iron therapy has been used on 45 patients, 
who have received in the aggregate some 600 injections. 
After some experience an initial dose of 50 milligrammes 
was used, and afterwards 100 milligrammes once or twice 
daily. Hagedorn comments that when the initial hemo- 
globin value was below 8-0 grammes per 100 millilitres 
the average maximal rate of regeneration was 0:27 gramme 
per 100 millilitres per twenty-four hours, but when the 
initial hemoglobin value was 8-0 grammes per 100 milli- 
litres or more this rate of increase was 0:16 gramme per 
100 millilitres per twenty-four hours. This relation to 
the need of iron is significant. The reticulocyte count has 
been found to attain a maximum in from five to seventeen 
days after the beginning of treatment. Some toxic reac- 
tions were experienced, but they were only mild and caused 
no alarm. Too rapid a rate of injection may cause flushing, 
nausea, headache and abdominal pain, and occasional 
delayed reactions have been observed, in which aching in 
the extremities, nausea and abdominal cramps have 
occurred. Since iron given intravenously is largely 
retained, care must be taken to avoid a long-term risk of 
tissue damage by excessive absorption of stored iron. 
Therefore Hagedorn thinks it advisable to refrain from 
continued intravenous medication over a long period of 
time; he based his totai dosage on the calculation that 
25 milligrammes would be needed to raise the hemoglobin 
value 1%. It should be used only for patients who have 
an iron deficiency, and then only in dosage necessary for 
restoration of normal stores. The revival of this subject 
reminds us that here is a method which is worth con- 
sideration when patients are refractory to iron given by 
mouth, and it may not be out of place to remark that 
iron-deficiency anemia: is an indication for administration 
of iron, not of liver extract or expensive refined 
preparations. 





THE UBIQUITOUS COLD. 





As it has been computed that a person over the age of 
sixteen years suffers from no less than 1-4 colds per year, 
there can be no one who would not sympathize with the 
request of Othello, offended by a “salt and sorry rheum”, 
for the loan of his wife’s handkerchief, although few might 
seek to justify his motive on that occasion. However, 
Othello’s emotional outburst at the loss of the handkerchief 
may not be entirely attributable to jealousy, for his sub- 
sequent remarks suggest that he may have considered it 
of therapeutic as well as sentimental value. There was 
“magic in the web of it” and “It was dy’d in mummy 
which the skilful Conserv’d of maidens’ hearts”. The basis 
of Othello’s faith in mummia, a remedy still listed in the 
London Pharmacopeia in the eighteenth century, doubtless 
lies in the observation that approximately one-third of 
patients with colds recover spontaneously in twenty-four 
hours. As W. T. Cooke points out in a recent symposium,’ 
it will therefore always be easy for any “remedy” to 
acquire merit in the eyes of the general public. Cooke’s 
article deals with the treatment of the common cold, a 
subject which was considered at length in the “Special 
Articles for the Clinician” series in this journal on 
September 13, 1952, but other papers in the symposium 


Senne of the Staff Meetings of the Mayo Clinic, July 


2The British Journal of Physical Medicine, February, 1952. 





deserve comment. H. Paul, J. Tudor Lewis and A. K. Hill 
all stress the importance of the common cold as a cause 
of absenteeism and quote various assessments of its extent. 
For example, 2672 days of incapacity caused by colds or 
influenza were experienced by 4000 workers in one bad 
month; in a certain week colds were present in 25% of 
American homes; 17% of colds led to loss of work or 
a medical consultation, and so on. The magnitude of the 
problem will be readily admitted, although the difficulties 
of offering an accurate estimate are indicated by the con- 
trast between the opinions of two quoted authorities, the 
one considering that 10% of total incapacity in each month 
is due to colds and febrile catarrh, and the other that 
infections of the respiratory tract cause more loss of time 
than all other diseases combined. 


The epidemiology of the disease is discussed by Tudor 
Lewis, who makes full reference to the excellent studies 
of C. H. Andrewes and his associates at Salisbury. From 
the preventive aspect, as it concerns industry, Tudor Lewis 
makes the following points. Firstly, maximum infectivity 
is reached in the twenty-four to forty-eight hours preceding 
the development of symptoms; although in general—con- 
trary to popular belief—the common cold is not highly 
infectious compared with some other virus diseases such 
as measles or smallpox. Secondly, there is a possibility 
that colds are precipitated in individuals harbouring the 
virus when some environmental factor (for example, 
exposure to cold or allergens, acting perhaps by producing 
local changes in the nasal mucosa) effects an alteration 
in the host-parasite equilibrium in favour of the parasite. 
Finally, the crowded conditions to which the average man 
is subjected on his way to and from work, together with 
differences between the temperature of his bus or train 
and the exterior, are ideal for the production of clinical 
infection. Tudor Lewis argues that it is therefore unlikely 
that any non-specific preventive measures which.do not 
take these factors into account will be of any value. 


The unqualified acceptance of this submission would 
obviate the necessity for considering A. K. Hill’s proposals 
to limit the spread of colds in industry. However, while 
Hill recognizes that the benefit of any measures adopted 
may be neutralized by the way in which the worker spends 
the rest of his day, he is not prepared to accept defeat 
without, as it were, some resistance. Isolation is not only 
of doubtful value in view of the above findings, but it is 
also impracticable. As an editorial in the same journal 
states, if this were done one winter’s day, it would indeed 
be “a day on which the Earth stood still”. Hill advocates 
the use of paper handkerchiefs and their proper application 
to decrease the risk of droplet or droplet nuclei spread, 
and points out that industrial workers are often only 
two or three feet apart. It may be noted that during the 
winter months some Japanese, many of whom regard linen 
handkerchiefs as unhygienic, wear masks, although possibly 
with the more practical objective of keeping their noses 
warm. Other general measures recommended include the 
use of ultra-violet light for its viricidal effect, oiling of 
floors, control of dust and airborne irritants by means of 
damp-cleaning and control of industrial processes con- 
cerned, and the maintenance of even temperature and 
ventilation. Sufferers from coryza should not handle food. 
Advice on the prevention of spread should be given by 
talks or perhaps by posters. Irrespective of any particular 
value in reducing the incidence of colds, these measures are 
based on sound hygienic principles and are worthy of 
attention. They also illustrate a principle which is some- 
times forgotten: efficient hygiene depends on the individual 
as much as, if not more than, on any health service or 
organization. 


An editorial comment in the journal with this symposium 
stresses the special responsibility of doctors, nurses and 
others in close contact with children or those already 
affected not to spread colds themselves. However, most 
busy physicians of today probably heal themselves by 
Osler’s “Time—in divided doses” without the opportunity 
of bed rest, usually regarded as ideal. Others, no doubt, 
Othello-like, resort to their own particular mummia or 
its modern equivalent. 
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Criteria and Guide for Evaluation of 
Ocular Prosthesis. 


E. G. BerHKe (American Journal of 
Ophthalmology, April, 1952) outlines 
the problems involved in the fitting of 
an ocular prosthesis. He states that 
when the prosthesis is fitted the 
palpebral opening should appear: to be 
the same as in the fellow eye; the size 
and shape of the prosthesis should give 
the lids the proper curvature; the eyes 
should be properly aligned; the iris and 
sclera must be of the same size and 
colour, the pupil should conform in 
size, shape and colour; and the patient 
should be comfortable and feel better 
with than without the prosthesis. Con- 
ditions which militate against a satis- 
factory fitting prosthesis are excessive 
shrinking of orbital tissues, retraction 
of upper lid sulcus, ptosis, chemosis of 
the conjunctiva, loss of the upper 
fornix, orbital cellulitis and lid cdema, 
sagging of the lower lid, obliterated 
lower fornix, displaced implant and 
adhesions. The causes of socket dis- 
comfort and irritation are as a rule 
due to the prosthesis and generally can 
be traced to a glass worn too long, an 
improperly polished plastic eye, a pros- 
thesis made too large, the presence of 
a foreign body, infection or allergy due 
to plastic artificial eyes. 


Optic Neuritis. 


FRANK D. CarrRoL, (American Journal 
of Ophthalmology, January, 1952) re- 
views 240 cases of optic neuritis met 
with over a period of fifteen years. He 
states that the most important symp- 
toms complained of were pain in the 
head, usually on the same side over or 
behind the eye, tenderness on palpation 
of the globe and pain on movement. 
Asxtiologically the cases could be divided 
into three groups. The first*group, 
approximately one-third of the cases, 
was due to diseases of adjacent. struc- 
tures, toxic agents, generalized infec- 
tions or non-infectious conditions, 
Leber’s disease and vascular disease. In 
the second group, also about one-third, 
the cause was multiple sclerosis or 
allied neurological disorders. The causes 
in the last group were unknown, 
although it is expected that many of 
the patients will develop multiple 
sclerosis. 


Nervous Manifestations in Eales’s 
Disease. 


MICHAEL JEFFERSON AND P, C. P. 
CLOAKE (The British Journal of Oph- 
thalmology, March, 1952) briefly review 
the features of Bales’s disease and 
analyse six cases with the object of 
ascertaining the presence of neuro- 
logical features. They state that the 
disease usually occurs more often in 
males, and the age of onset is fifteen 
to forty years. One eye as a rule is 
affected, but both eyes are ultimately 
attacked. There are two main theories 
as to etiology, namely, that it is a 
manifestation of tuberculosis or that it 
is a localized and early stage of 
Buerger’s disease. Critical studies of 
‘the histology of the retinal lesions in 
Eales’s disease cast doubt on the 
correctness of both the tuberculous and 


syndrome. Neurological complications 
of a varied nature have been reported; 
the authors examined six patients with 
Eales’s disease for signs or symptoms 
of nervous disorder with negative 
results. The authors are of the opinion 
that reported cases with neurological 
signs are to be looked upon as examples 
of a chance association of two diseases. 


“Priscoline”: A New Vasodilator. 


JOHN J. STERN (American Journal of 
Ophthalmology, February, 1952) dis- 
cusses the use of “Priscoline” in 
ophthalmology. He states that the 
drug can be administered sub- 
cutaneously, intravenously and _ by 
mouth, and also by subconjunctival 
and retrobulbar injection. He reports 
the oral use of the drug, 25 milli- 
gramme tablets being given three or 
four times per day in five cases. Two 
of the patients presented with hyper- 
tensive fundus changes, one with 
juxtapupillary choroiditis and one with 
optic neuritis. The fifth case was one 
of neuroparalytic keratitis. The author 
concludes that the drug should be used 
whenever angiospasm is considered to 
be responsible for loss of visual acuity. 


Glaucomatocyclitic Crises. 


FREDERICK H. THEODORE (The British 
Journal of Ophthalmology, April, 1952) 
outlines the characteristics of the 
Posner-Schlossman syndrome. He 
states that this syndrome consists of 
recurrent attacks of glaucoma associ- 
ated with minimal evidence of anterior 
uveitis. The elevation in tension is out 
of proportion to the symptomatology, 
the pressure may be as high as 75 
millimetres of mercury (Schi6tz) and 
the eye relatively white. The pupil of 
the affected eye is larger than that of 
the unaffected eye, and examination 
with the slit lamp shows a few keratic 
precipitates. The attacks recur, and 
the tension may remain elevated for 
several weeks. The prognosis is good, 
and strong miotics and mydriatics are 
to be avoided. Cortisone and weak solu- 
tions of pilocarpine offer the best means 
of therapy. Surgery must not be 
attempted. 


Retroplacement of the Inferior 
Oblique Muscle at its Scleral 
Insertion. 


Conrap Berens et alii (American 
Journal of Ophthalmology, February, 
1952) analyse the results of inferior 
oblique muscle retroplacement in $7 
cases. They state that the inferior 
oblique muscle arises from a small fossa 
in the maxillary bone, just below the 
fossa for the lachrymal sac. It follows 
the floor of the orbit, and after crossing 
beneath the inferior rectus it curves up 
in contact with the globe and ascends 
as far as the horizontal meridian of the 
globe. On an average the posterior 
edge of the inferior oblique is 4:26 
millimetres from the optic nerve. The 
inferior temporal cortex vein is on an 
average eight to nine millimetres from 
the anterior extremity of the inferior 
oblique insertion. As the muscle crosses 
the inferior rectus the two muscle 
sheaths unite to form the ligament of 
Lockwood. The inferior oblique is 
supplied by the terminal fibres of the 


a pure extorter. When hyperphoria or 
hypertropia is greater than 10 prism 
dioptres in the primary position it is 
preferable to perform myectomy of the 
inferior oblique, unless in addition 
surgery of the superior oblique is to be 
performed. From an analysis of their 
cases the authors found that retro- 
placement of one millimetre would 
correct one dioptre of hypertropia in 
the primary position and two dioptres 
in the field of action of the inferior 
oblique. 


Orbital Implants. 


D. P. CHoyce (The British Journal 
of Ophthalmology, March, 1952) reviews 
the results obtained with 91 orbital 
implants, of which 17 were gold ring 
and 74 hollow tantalum implants. Two 
years after insertion only 25 implants 
were still in situ, and of these only 
five appeared to be likely to stay 
indefinitely. The author considers that 
after five years probably only one or 
two implants would still be in situ. 
Infection was primarily responsible for 
loss of the implant in most cases, and 
infection was probably a _ subsidiary 
factor in the remainder. It is suggested 
that a state of chronic infection exists 
in these unburied implants, and that 
this infection eventually causes loss of 
the implant. Infection is largely due 
to the fact that the implants are not 
completely buried. The author suggests 
that the use of unburied implants be 
abandoned and that only buried 
implants of tantalum or acrylic be used. 


Sympathetic Ophthalmia. 


GEoRGE M. Haits et alii (Archives of 
Ophthalmology, April, 1952) review 
sympathetic ophthalmia and compare it 
with endophthalmitis phacoanaphylac- 
tica. They state that they had observed 
a patient who presented the classical 
clinical picture of sympathetic oph- 
thalmia, but it was not supported by 
histological study of the sympathizing 
eye. Microscopic examination of this eye 
showed a greater degree of infiltration 
in the anterior segment than in the 
posterior part of the uvea, predominance 
of plasma cells, with macrophages next 
in order of frequency, diffuse infiltration 
of’ the iris with no tendency towards 
posterior localization, considerable in- 
filtration of the ciliary body around the 
major circle of the iris, lymphocytic 
infiltration of the episcleral tissue 
around the limbus, absence of Dalen- 
Fuchs bodies, gliosis of the ganglion 
cell layer, retinal perivasculitis, inflam- 
matory membrane formation, and 
clumps of mononuclear cells free in 
the vitreous and gliosis of the optic 
nerve with round-cell infiltration of the 
meningeal spaces. This picture the 
authors regard as endophthalmitis. As 
a result of their experience with the 
case and a review of the literature they 
are of the opinion that a bilateral form 
of endophthalmitis phacoanaphylactica 
has apparently been confused clinically 
with sympathetic ophthalmia. In cases 
of bilateral granulomatous uveitis fol- 
lowing extracapsular extraction and 
with an onset and appearance charac- 
teristic of sympathetic ophthalmia, 
early differentiation of bilateral endo- 
phthalmitis phacoanaphylactica and 
sympathetic ophthalmia is imperative: 
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the therapy is different in each disease. 
In mild cases in which cortisone may 
block the inflammatory reaction, 
surgical removal of the remaining lens 
matter may be necessary to eliminate 
the primary focus of anaphylactic 
disease. Where the lens of the second 
eye is acting as a secondary focus of 
anaphylactic disease, a more severely 
involved. second lens may be removed. 


Cortisone in Ocular Disease. 


JAMES E. PARNELL AND IRVING H. 
LEOPOLD (American Journal of Ophthal- 
mology, May, 1952) report the results 
of treatment of 202 eyes with cortisone 
and give an account of a follow up of 
142 eyes previously treated and reported 
on. Most of the eyes were treated at 
the onset with a subconjunctival injec- 
tion. Cortisone was used systemically 
when response to subconjunctival 
therapy was inadequate. In most cases 
mydriatics or miotics and hot com- 
presses were used together with the 
cortisone. Conditions which responded 
favourably were post-operative uveitis, 
phacoanaphylactic uveitis, posterior 
uveitis and sympathetic ophthalmia. Of 
16 cases of anterior uveitis with secon- 
dary glaucoma, the glaucoma was con- 
trolled in only nine. Nine patients 
were given cortisone subconjunctivally 
before surgical operation. Their eyes, 
quiet at the time of surgery, had been 
subject to recurrent attacks of uveitis. 
In none was there recurrence of the 
uveitis, and wound healing was normal 
in all cases. 


OTO-RHINO-LARYNGOLOGY. 


New Approach to Ventral Deflections 
of the Nasal Septum. 


SAMUEL FoMon et alit (A.M.A. 
Archives of Otolaryngology, October, 
1951) states that the ventral or anterior 
part of the nasal septum is that portion 
lying anterior to the line between the 
base of the frontal spine and the base 
of the spine of the maxilla. Not only 
is the septum involved, but the nasal 
pyramid as well. The latter must fre- 
quently be shifted to the mid-line before 
the septum can be brought into a 
sagittal plane. Correction of the defliec- 
tions of the osseous part of the vault 
septum are readily treated in the usual 
manner. The management of the 
cartilaginous portion of the vault 
septum is subject to dispute owing to 
divided opinion on the supportive value 
of the septum. The results obtained 
from slicing, partial freeing and form- 
ing a hinge have often proved dis- 
appointing. The writers concluded that 
only by separating the membrane on 
both sides, removing the deformed 
cartilage and replacing it with a 
straight piece could there be assurance 
against recurrence of the deformity. 
With this in mind they excised the 
ventral part of the septum through an 
incision and dissection which left the 
nasal mucous membrane on either side 
intact. A saddle deformity likely to 
call for subsequent correction was 
expected but did not occur, so that it 
became evident that the upper and 
lower lateral cartilages were usually 
capable of maintaining the nasal profile 
without the aid of the septum. The 
authors state that careful study of the 
architecture of the external nasal 
Pyramid enables the surgeon to foretell 


in which cases immediate saddling is 


likely to occur. To counteract any 
such tendency a _ straight piece of 
cartilage is introduced and fixed in situ 
with sutures, after excision of the 
deformed septal segment and treatment 
of the upper lateral cartilages as may 
seem to be indicated. The intact nasal 
mucous membrane is carefully replaced 
into the vault of the nose and is held 
tightly in place with petrolatum gauze 
packing. 


Sympathectomy and the Internal 
Ear. 


R. S. Lewis (The Journal of Laryn- 
gology and Otology, December, 1951) 
states that for a number of years 
otologists have believed in the possi- 
bility of influencing the course of aural 
symptoms and disease through the 
autonomic nervous system either by 
drugs or by operation, but it was not 
until 1948 that the first series of aural 
conditions successfully treated by 
“cervical sympathectomy” was reported 
by Passe and Seymour. Later Passe 
reported a further series, including 
cases of nerve deafness, tinnitus and 
Méniére’s disease, in which he had 
obtained better results by performing 
preganglionic section of the second 
and third thoracic ganglia and division 
of the sympathetic trunk below the 
third thoracic ganglion. He made the 
observation that if the stellate ganglion 
was injected during fenestration after 
the window had been made, the vessels 
in the internal ear could be seen to 
dilate. The main spinal sympathetic 
centres in man extend from the first 
thoracic to the second lumbar nerve. 
Occasionally the eighth cervical seg- 
ment may form the upper limit of 
supply. The sympathetic supply to the 
superficial structures of the head may 
extend from the eighth cervical to the 
fifth thoracic segment. Little is directly 
known about the intracranial supply. 
Sympathetic fibres are known to accom- 
pany the internal auditory artery to 
the internal ear, but te distribution 
thence has not been worked out. After 
section of the cervico-thoracic portion 
of the sympathetic nervous system, the 
hand, face and conjunctiva immediately 
become hot and flushed owing to vaso- 
dilatation. This increased blood flow 
probably lasts no longer than forty- 
eight hours. It might be thought that 
vasodilatation in the internal ear would 
also occur. In man and in operated 
animals the response to ealoric 
stimulus of the labyrinths has been 
noted, by several experimenters, as 
being reduced. The effect of sympa- 
thetic stimulation on intracranial ves- 
sels in man has not been fully proven. 
The variation in the arterioles is not 
great, and the blood flow is remarkably 
steady. Sympathetic block may, how- 
ever, produce some effect intracranially 
if vasospasm is present. Three opera- 
tions are commonly practised for 
Raynaud’s_ disease. First, there is 
cervico-thoracic or stellate ganglionec- 
tomy, in which the sympathetic trunk 
is divided below the first or second 
thoracic ganglia; this constitutes pre- 
dominantly a preganglionic section of 
the sympathetic outflow to the head. 
In the other two procedures the second 
and third thoracic ganglia are isolated 
by division of their white and grey 
rami, and the main sympathetic chain 
is cut across below the third ganglion. 
The latter procedure is that most 
recently used by Passe for Méniére’s 
disease. Horner’s syndrome is avoided 
because the sympathetic fibres of the 


first thoracic segment are left intact. 
Relapse of symptoms may occur after 
sympathectomy. Several reasons have 
been put forward for this. Sensitiza- 
tion of denervated parts to circulating 
substances such as adrenaline and 
sympathin may occur. Regeneration of 
the nerves may take place; a property 
said to be particularly remarkable in 
preganglionic fibres. Recovery of 
muscular tone in the blood vessels may 
take place; this results in part from an 
intrinsic property of smooth muscle 
itself. The inner ear may receive 
sympathetic nerve supply from both 
sides of the body. 


Vinegar as an Antibiotic in Chronic 
Middle Ear Disease. 


Irvinc L. Ocus (A.M.A. Archives of 
Otolaryngology, December, 1951) states 
that clinical reports and many labora- 
tory studies support the value of dilute 
acetic acid in wound cleansing, and to 
inhibit the growth of bacteria, especially 
those of the Gram-negative group. 
Other acids have not shown these same 
properties. In a series of 38 cases 
reported on in this paper, household 
vinegar, which is the equivalent of 5% 
acetic acid, was used to treat chronic 
middle ear infection. In 30 cases it 
succeeded in eliminating the infection 
quickly and effectively. The ear is first 
painstakingly cleansed, with cotton 
applicators and fine suction tubes. It 
is then dried as completely as possible. 
Boiled household vinegar is_ instilled 
into the external auditory canal to fill 
it completely. Suction is then’ used to 
displace air from the cavities ind to 
aid penetration of the vinegar into less 
accessible cells. A tampon soaked in 
vinegar is then placed against the drum 
membrane. This is left in situ for two 
days, and then the procedure is repeated 
if any exudate is still present. Pain 
may be caused by the treatment of an 
acute condition by this method. In 
chronic conditions little if any pain is 
caused. None of the ears treated by 
the author required more than three 
instillations of vinegar to eliminate the 
infection. 


Closure of Tympanic Membrane 
Perforations. 


L. A. ADAMS (A.M.A. Archives of Oto- 
laryngology, January, 1952) states that 
after a perforation has been present for 
some time the epithelial outer layer of 
the tympanic membrane tends to grow 
over the margin of the perforation 
towards the middle ear. This leads to 
the formation of an epithelialized hole 
which has no chance to close. If the 
epithelium could be discouraged from 
growing inwards until the fibrous and 
mucous membrane layers could form a 
structure or bridge for this migration, 
one might expect to close the perfora- 
tion. With this in mind 12 perforations 
were treated by destruction of their 
epithelial lining with trichloracetic acid. 
In this series there was permanent 
closure of 10 perforations and failure to 
close of two. The acid was applied in 
50% to 75% solution to the margins of 
the perforation by means of a fine 
cotton-tipped applicator. Whitening’ of 
the edges was noted after each applica- 
tion. It was usually necessary to apply 
the acid once or twice in every ten days. 
Once a granulating edge was noted, 
weaker dilutions of acid were used. No 
anesthetic was used, pain being only 
short lasting. In every case there was 
improvement and return to an efficient 
hearing level, 
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Special Articles for the Clinician. 


(CONTRIBUTED BY REQUEST.) 





XLIV. 


THE PROBLEM OF THE CHRONIC OR RECURRENT 
COUGH IN CHILDREN. 





THE chronic cough is a common problem for both the 
family doctor and the pediatrician, and is frequently not 
managed satisfactorily. Sound knowledge of the common 
causes, and of the disordered physiology, pathology and 
clinical features of the various types is essential for accurate 
diagnosis and proper treatment. There are five main causes 
of chronic cough: first, frequent acute respiratory tract 
infections; second, bronchitis with upper respiratory tract 
infection; third, allergic bronchitis; fourth, chronic or sub- 
acute pneumonitis; fifth, bronchiectasis. In the majority of 
cases the diagnosis will be found in one of these types. Less 
common causes are primary tuberculous infection, fibrocystic 
disease of the pancreas, foreign body and congenital abnor- 
malities of the lung and bronchi. Rare causes, such as 
tumours, hydatid disease and aortic ring, will not be con- 


sidered. 


A brief description of the salient features of each disorder 
will be given, then an approach to the problem of diagnosis 
and finally some of the important principles of treatment 
will be discussed. 


Repeated Acute Respiratory Tract Infection. 


The usual clinical pattern is for the kindergarten or young 
school child to contract a “cold” or upper respiratory tract 
infection, and then when recovery is almost complete another 
infection is contracted, and so the cycle monotonously 
repeats itself throughout the late autumn, winter and spring 
months. With the more settled summer months the child is 
free from symptoms and improves in general health. During 
these infections the child has an almost persistently dis- 
charging nose, a poor nasal airway and a rattling type of 
cough. Clinical examination usually reveals a rather fretful 
child, frequently difficult to manage, with an obstructed nasal 
airway, a discharging nose, scattered rhonchi and rAales in 
the chest, and an increase of hilar shadows and broncho- 
vascular markings throughout the lung fields in the 
skiagram. 

This pattern of illness is so frequently encountered that 


it is all too easy to regard the basis of every child’s cough 
as due to repeated respiratory tract infection. 


Bronchitis with Upper Respiratory Tract Infection. 


Frequently this condition is initiated by repeated respira- 
tory tract infections which leave tonsils, adenoids or sinuses, 
or all three, chronically infected. Usually there is an 
associated bronchitis, which causes a “chesty” cough. 
Sputum is rarely produced, but if present it consists of a 
little clear mucus with streaks of mucopus. The warm 
summer months ameliorate the symptoms, but with the first 
“colds” of autumn the child’s symptoms and signs recur. 
Persistence of these symptoms over a number of years leads 
to permanent nasal deformity from chronic mouth breathing. 
A narrow, high-arched palate, crowded teeth with mal- 
occlusion and a small underslung jaw develop, and the chest 
often becomes deformed with thoracic kyphosis and 
Harrison’s sulcus. The clinical and radiological signs in 
the chest are those of bronchitis. 


Allergic Bronchitis. 


The majority of patients with allergic bronchitis have an 
inherited predisposition to allergy, but many exciting factors 
may produce an attack.’ A small number are sensitive to a 
specific pollen, dusts, certain foodstuffs or animal emana- 
tions, while the larger number are not sensitive to any 
specific antigen. Bacterial or virus infection of the respira- 
tory tract, changes of weather, especially cold damp or windy 
days, over-fatigue and emotional excitement may all play 
a part in precipitating an attack of allergic bronchitis. The 
early manifestations may closely resemble those due to 
repeated respiratory tract infections. Wheezing in an attack 
may only develop later. The physical signs are a pale, 
glistening, watery-looking nasal mucous membrane with 
clear mucoid discharge, and clinical and radiological evidence 
of bronchitis. If the condition has been present for many 
years, then facial, mouth, nasal and also chest deformity 


may result from chronic nasal obstruction, bad posture and 
poor respiratory function. 


Subacute Prneumonitis. 


Subacute pyogenic lung infection may follow an attack of 
pneumonia, measles or pertussis and is frequently super- 
imposed on a collapsed lobe. This condition is a precursor 
of bronchiectasis, and as resolution often results with 
adequate treatment, early diagnosis is very important. The 
two main clinical features are a persistent cough following 
an acute respiratory tract infection, measles or pertussis, 
and poor general health. The two important clinical signs are 
the production of mucopus and the detection of crepitations, 
usually with diminished air entry, over the affected area, 
which is one or more of the dependent lobes draining against 
gravity. The most satisfactory way to demonstrate mucopus 
or pus is by posturing the child over the examiner’s knees 
with his head and shoulders down and his hands resting on 
the floor, while the examiner percusses the back with the 
open hand and asks the child to cough and “spit it out”. 
Often crepitations and diminished air entry will be detected 
only after coughing and deep breathing, and auscultation 
is incomplete unless the child has coughed. Skiagrams 
demonstrate collapse and/or consolidation in one of the 
dependent lung lobes. Suitable bed rest, antibiotic therapy 
and physiotherapy over a period of some weeks or months 
are imperative if resolution is to occur without lung damage. 


Bronchiectasis. 


Infected bronchiectasis is a chronic lung disease affecting 
one or more of the dependent lobes which drain against 
gravity. It usually develops either insidiously from subacute 
pulmonary infection in infancy, or more rapidly following 
subacute pneumonitis. The outstanding clinical feature is 
a persistent unrelenting cough present throughout the entire 
year, and any activity resulting in increased respiratory 
effort causes an exacerbation of the cough. Sputum is rarely 
expectorated as the child swallows it. The apparent absence 
of sputum in a child who does not look ill is the reason why 
the diagnosis is often not seriously considered. Chronic 
upper respiratory tract infection is frequently not present. 
The two important clinical diagnostic signs are, first, demon- 
stration of the production of mucopus, and, second, elicitation 
of crepitations over the affected lung. The child must be 
postured and asked to cough. The sputum is usually in the 
form of discrete blobs of mucopus, but sometimes may be 
predominantly pus with little mucus. Crepitations are fre- 
quently heard only after coughing has dislodged mucopus 
from the smaller bronchi, and the distal part of the lung 
becomes partially aerated. Signs of chest deformity, finger 
clubbing and wasting are all late signs and are absent in a 
large number of cases. Radiological examination demon- 
strates a lesion in one or more of the lobes draining against 
gravity, the lesion consisting of crowded prominent broncho- 
vascular bundles with mottling, or partial or complete col- 
lapse. Approximately 80% of patients have bilateral 
involvement. Bronchography merely serves to delineate the 
extent of the lesions and is not necessary to establish the 
diagnosis in the majority of cases. 


Primary Pulmonary Tuberculosis. 


The majority of children with primary tuberculous infec- 
tion do not have symptoms referable to the respiratory tract, 
and it is only when the_caseous hilar glands involve the 
bronchial tree by compression, infiltration or actual perfora- 
tion that a cough develops. The cough is usually dry and 
irritating, and may be associated with wheezy breathing if 
the lumen of either the right or left bronchus has been 
narrowed sufficiently to impede the entrance and exit of air. 

Clinical signs are often absent, but the skiagram will 
usually demonstrate enlarged hilar glands. If the bronchial 
lumen has been completely occluded, collapse of the distal 
lung segment or lobe occurs; but if obstruction is incomplete, 
emphysema usually develops. The primary Ghon’s focus in 
the lung is rarely demonstrable radiographically owing to 
its small size. The Mantoux test result is always positive. 


Foreign Body. 


In a small percentage of cases in which a foreign body is 
inhaled the episode is not witnessed, or acute respiratory 
distress does not occur, so that medical aid is not sought at 
this stage. Following impaction of the foreign body a cough 
develops sooner or later, and may be accompanied by 
wheezing from bronchial narrowing, by hemoptysis from 
ulceration and by ill-health from pyogenic lung infection. 
The clinical and radiological signs are usually those of 
collapse of a segment or lobe. A lesion in one of the seg- 
ments or lobes draining against gravity in a patient with 
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unusual clinical features should always suggest the pos- 
sibility of a foreign body. 


Fibrocystic Disease of the Pancreas. 


Generalized suppurating staphylococcal bronchitis and 
bronchiolitis develop sooner or later in all patients with 
fibrocystic disease of the pancreas. Bronchopneumonia, 
emphysema and collapse frequently develop as a result of 
the thick tenacious mucopus in the bronchial tree. The 
common clinical pattern is that of a malnourished infant who 
passes large fatty foul-smelling stools and has a cough, 
which is often spasmodic and accompanied by wheezing. 
The clinical and radiological signs are those of generalized 
bronchitis with areas of collapse, bronchopneumonia and 
emphysema. <A generalized lung infection with the pro- 
duction of pus or mucopus in a child who is not thriving, 
and has abnormal stools, is very suggestive that the under- 
lying disorder may be fibrocystic disease of the pancreas, 


Congenital Cystic Lung. 


Developmental cystic lesions of the bronchial tree are com- 
monly widespread, and secondary infection resulting from 
inadequate drainage usually occurs. The condition is symp- 
tomless until secondary infection supervenes. A _ persistent 
unrelenting cough in a child who coughs mucopus, and who 
has generalized clinical signs and radiological evidence of 
cysts throughout the lungs, suggests this diagnosis. 


The Diagnosis. 


The diagnosis of the cause of the chronic cough can 
usually be established by clinical means, and it is not often 
that special measures other than X-ray examination of the 
chest and a tuberculin sensitivity test are necessary. Lateral 
skiagrams in addition to antero-posterior films are essential; 
otherwise pulmonary lesions in the lower lobes, especially 
the left, may be overlooked. A well taken clinical history 
and adequate clinical examination will usually give sufficient 
evidence to establish a diagnosis, but a period of observation 
may be necessary in some cases. I have found that answers 
to the following questions are of the utmost significance in 
establishing a diagnosis. 

1. Is the cough intermittent or persistent, and what factors 
cause it to vary? An intermittent cough with periods of 
complete freedom is very suggestive of a recurring lesion, 
and frequent respiratory tract infection, bronchitis associated 
with chronic upper respiratory tract infection or allergic 
bronchitis is the probable cause of the cough. An intermittent 
cough with exacerbations bearing a relation to pollen seasons, 
tu various dusts or to excessive’ humidity or cold damp days 
or nights, or one which occurs with over-fatigue or excite- 
ment points to an underlying allergic basis. A family history 
of “allergic disorders” or wheezing with the cough strongly 
supports this diagnosis. An intermittent cough with a 
definite relation to winter and the cold changeable months, 
when respiratory tract infections are rife, and which clears 
completely in the warm summer months suggests either 
repeated fresh infections or chronic upper respiratory tract 
infection with bronchitis. By contrast a persisting unrelent- 
ing cough, even if not very troublesome, is strongly indica- 
tive of a persistent chronic lung lesion—bronchiectasis, one 
of the other suppurative lung disorders or tuberculous infec- 
tion. <A persistent cough is a challenge to the physician 
to establish an accurate diagnosis as soon as possible, for 
it is usually due to a serious lung disease. 

2. Is wheezing present? What are its associations? 
Wheezing associated with a chronic or recurring cough has 
most commonly an allergic etiology. . However, in the 
young child bronchiolitis due to respiratory tract infec- 
tions may result in a wheeze owing to narrowing of the 
bronchioles from inflammatory swelling. It must be 
appreciated that any cause of bronchial narrowing—excess 
secretion, tuberculous lesions or a foreign body—may result 
in a wheeze. The younger the child, the greater the pos- 
sibility that wheezing may be due to a cause other than 
asthma. The old saying “All that wheezes is not asthma” 
must always be remembered. 

3. Is sputum produced, and if so, is it purulent or mucoid 
in character? This point can rarely be decided by question- 
ing the parents. It is essential to have objective evidence. 
With some patients instruction in posturing, coughing and 
spitting of phlegm over a period is necessary before this 
point can be determined. If pus or “blobs” of mucopus are 
coughed one is clearly dealing with a suppurating lung 
disease, the common ones being bronchiectasis and subacute 
pneumonitis. Frothy white mucoid sputum is characteristic 
of allergic bronchitis. Clear mucus streaked with mucopus 
is associated with bronchitis due to chronic upper respiratory 
tract infection or frequent colds. 


4. In what part of the lung is the lesion situated? What is 
its nature? These questions will be answered mainly from 
physical and radiological examination. Widely scattered 
rhonchi and rales and a heavy uniform increase of the 
bronchovascular pattern in the skiagram indicate bronchitis 
either of allergic wtiology or associated with chronic upper 
respiratory tract infection or repeated colds, Lesions of the 
dependent lobes draining against gravity, namely, the lower 
lobes, lingula and middle lobe, strongly suggest bronchiec- 
tasis, subacute pneumonitis or a foreign body as the cause. 
The radiological signs are usually those of collapse and/or 
consolidation or crowded heavy bronchovascular markings 
with some mottling. The clinical signs are often minimal, 
usually consist of crepitations with diminished air entry, and 
are often detected only after coughing. Generalized radio- 
logical lung changes, mottling, areas of collapse and 
emphysema suggest fibrocystic disease of the pancreas, and 
if cysts are present, then congenital cystic lung. A seg- 
mental or lobar lesion of the nature of collapse, emphysema 
or consolidation may be due to a focal bronchial cause, and 
a tuberculous lesion or foreign body must be excluded. 


5. Is the Mantouz test result positive or negative? A 
properly conducted tuberculin patch or jelly test affords 
almost as reliable evidence of tuberculin sensitivity as the 
Mantoux test and should be carried out in every child with 
a chronic cough. If any doubt arises about the result of a 
patch test a Mantoux test should be carried out. 

Tests for Allergic Sensitivity. 

In my experiente skin testing to determine specific sensi- 
tivity to one or more of a wide range of possible allergens 
in foods, dusts, pollens or animal emanations has little 
direct clinical application. Positive reactions are so common 
and so often bear no relationship to the exciting causes of 
allergic bronchitis that they are misleading. A carefully 
taken history for precipitating factors, together with test 
trials of removal of possible allergens from the child’s 
environment, affords a much better basis for management. 

In conclusion, an intermittent cough with either no 
sputum or mucoid sputum with or without a few streaks 
of mucopus, together with signs of generalized bronchitis, 
strongly suggests either bronchitis due to frequent colds 
or to chronic upper respiratory tract infection, or allergic 
bronchitis as the probable «etiology. These will be dif- 
ferentiated, one from the other, by a history of clear-cut 
repeated respiratory infections, the presence of chronic upper 
respiratory tract infection or definite features of allergy. In 
the early stages it may be difficult to differentiate these 
three causes clearly. A persistent unrelenting cough with 
the production of pus or “blobs” of mucopus denotes a 
suppurating lung infection. If the lesion is in one of the 
lobes which drain against gravity, then bronchiectasis or 
subacute pneumonitis is the probable cause; while if the 
lesions are generalized, then fibrocystic disease of the 
pancreas or congenital cystic lung is most likely. A persistent 
dry cough suggests a chronic non-suppurating lesion, and 
if there is either hilar glandular enlargement or a collapsed 
or consolidated lobe, and a positive Mantoux test result, then 
tuberculous infection will be diagnosed. If segmental or 
lobar collapse is present and the Mantoux test result is 
negative, then foreign body must be considered. These 
generalizations have exceptions, but nevertheless serve as a 
sound, practical and satisfactory approach to the majority 
of individual problems. 


Some Principles of Management. 


Each clinician will manage his patient in his own way 
once he has established a diagnosis. The following general 
basic principles usually have an application in the care of 
the majority of patients. 


General Approach and Attention to General Health, 

Most children with a chronic cough are not well and their 
general health is below par. The general health can often be 
improved by ensuring more rest, giving a better diet, 
handling the child more sympathetically and providing suit- 
able holidays. Improvement of general health usually has 
a very beneficial effect on any local respiratory tract lesion, 
particularly for the child with frequent colds; chronic 
respiratory disorders are slow to respond, and the results of 
treatment will come gradually; so the parents should be 
informed of this fact. 


Restoration of Lung Function. 


The majority of these children are chronically ill and 


physically tired, their posture is poor, and they do not 
breathe properly through their nose or use their muscles of 
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respiration adequately. Suitable daily physical training 
directed by the parents under the guidance of a physio- 
therapist can do much to restore both general health and 
respiratory function. As the parents must be responsible 
for supervising the child at home, failure to make them 
realize the importance of this treatment will mean unsatis- 
factory treatment. With few exceptions, notably tubercu- 
losis, children with the various disorders will be materially 
assisted. The child with bronchitis and frequent colds or 
upper respiratory tract infection is usually cured, the child 
with allergic bronchitis considerably improved. Children 
with suppurating lung diseases are also improved, and many 
children with subacute pneumonitis are cured. 


Teaching the Ohild to Cough up Bronchial Secretions. 

Restoration of general activity and respiratory function, 
particularly forcible expiration, squeezes secretion from the 
lung or bronchioles into the larger bronchi, and the cough 
reflex then expels the secretion, the child being taught to 
spit it out. By this means infected material is removed, 
normal lung is kept functioning and aerated, and further 
collapse and infection of lung tissue are prevented. Postural 
drainage is not very satisfactory in young children, as they 
will not lie in uncomfortable attitudes for long periods. 
Physiotherapy two or three times daily with a “tip up” 
over the parent’s knee and percussion on the back is far 
more effective than any posture board or tilting of a bed. 
Infected material is much more effectively squeezed out of 
the lung and bronchioles by active expiration than by 


gravity. 


Special Remedial Measures. 


Tonsillectomy and/or adenoidectomy will only benefit 
patients with a definite chronic upper respiratory tract 
infection. A decision as to whether chronic tonsillar, adenoid 
or sinus infection is present can rarely be made unless the 
patient is observed for at least a year. Red, swollen, 
edematous tonsils will frequently be normal a few months 
after initial examination. By the unnecessary removal of 
tonsils and adenoids the defence mechanism of the throat 
and nose of many children is impaired, and they become 
more subject to respiratory tract infections. Rarely does 
tonsillectomy benefit a child with bronchiectasis or subacute 
pneumonitis, and frequently a child with allergic bronchitis 


or repeated colds is made worse. 


Cough Mixtures. 


The chief uses of cough mixtures are in the treatment of 
allergic bronchitis and bronchitis which causes an irritating, 
non-productive cough which disturbs the patient’s rest 
especially at night. Ephedrine with one of the barbiturates 
is often helpful for allergic bronchitis. For bronchitis due 
to colds or upper respiratory tract infection, a good dose of 
barbiturate at night may be all that is necessary to ease 
the cough and give a good night’s sleep, but at times the 
addition of either heroin or codeine may be advisable. In 
some severe exacerbations of allergic bronchitis the use of 
adrenaline, 1 in 100 aqueous solution, as a spray, may be 
very efficacious. As a general rule cough mixtures in sup- 
purative lung lesions are useless. 


Antibiotics. 


Antibiotics are of only very limited use in the child with 
repeated respiratory tract infections, as the infective agent 
is often a virus. If secondary invaders, either streptococci 
or staphylococci, cause the infection to persist, then an 
appropriate antibiotic helps. In the larger number of 
children with allergic bronchitis and chronic upper respira- 
tory tract infection and bronchitis, these drugs do not 
materially help. In clinical practice, if benefit does not 
follow rapidly after administration, then continued use is 
contraindicated. In subacute pneumonitis the sputum should 
be cultured, and if a pathogenic organism is isolated, 
appropriate therapy should be given for at least a month, as 
resolution is slow. In other suppurating lung lesions anti- 
biotics will be indicated according to the child’s symptoms 
and the bacterial flora in the sputum. 


Surgical Treatment. 


If bronchiectasis is localized to one portion of the lung 
and is causing symptoms, then resection of the diseased 
tissue is sound practice. A period of observation is neces- 
sary, and it is always preferable to delay surgery until the 
child is old enough to cooperate with physiotherapy; also, 
the older the child the greater the freedom from frequent 
respiratory tract infections. If the disease is bilateral with 
multiple lobe involvement, then surgery is to be advised 


with the greatest caution, as there is a definite risk that 
removal of what seems to be the most extensively involved 
lobes or segments will result in progression of the disease 


in only mildly involved areas. 
Howarp WILLIAMS, 
Melbourne. 
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A MEETING of the New South Wales Branch of the British 
Medical Association was held on June 18, 1952, at the Royal 
Alexandra Hospital for Children, Sydney. The meeting took 
the form of a series of clinical demonstrations by members 
of the honorary medical and surgical staff of the hospital. 


Tuberculous Meningitis. 


Dr. D. G. R. Vickery showed a male patient, aged nine 
years, who had been admitted to hospital on April 11, 1952, 
with the provisional diagnosis of tuberculous meningitis. He 
had had an illness thought to be pneumonia four months 
earlier. There was no family history of tuberculosis. The 
symptoms on the present occasion were headache and 
pyrexia of eight days’ duration, and dry retching of three 
days’ duration; the child had tired easily for five or six 
days. During the week before his admission to hospital he 
had been given aureomycin, sulphonamides and “Chloro- 
mycetin”, with no appreciable improvement in his condition. 

On his admission to hospital the child’s general condition 
was good. Neck stiffness was present, Kernig’s sign was 
elicited, and his temperature was 100° F. A number of 
pathological tests were carried out, with the following 
results. The cerebro-spinal fluid was slightly opalescent; it 
contained 280 leucocytes per cubic millimetre, 85% being 
polymorphonuclear cells and 15% mononuclear cells. The 
protein content was 80 milligrammes per centum, the 
chloride content was 680 milligrammes per centum, and there 
was no glucose. Attempted culture resulted in no growth 
of microorganisms. The Mantoux test with 1:1000 tuberculin 
produced a positive result. A blood count gave the following 
information: the hemoglobin value was 13:3 grammes per 
centum; the leucocytes numbered 8300 per cubic millimetre, 
57% being neutrophile cells, 22% lymphocytes, 9% mono- 
cytes, 11% eosinophile cells and 1% basophile cells. An 
X-ray examination of the chest revealed no abnormality in 
the lungs. 

On April 11 treatment was begun; 20 milligrammes of 
streptomycin and 20,000 units of penicillin were given intra- 
thecally; sulphadiazine was given, three and a half tablets 
statim and one and three-quarter tablets every four hours 
for one week. “Chloromycetin”, 0°5 gramme, was given 
every six hours for one week. Penicillin was given in a 
dosage of 100,000 units every tour hours for one week. From 
April 24 the following treatment was given: 1,400,000 units 
of streptomycin per day by intramuscular injection; 50,000 
units of streptomycin by intrathecal injection per day for 
six weeks; PAS, 1°8 grammes five times a day; anti- 
influenza rabbit serum, 60 millilitres per day by intra- 
muscular injection for two days. At the time of the meeting 
the child’s condition had improved and he was symptom- 


free. 


Miliary Tuberculosis. 


Dr. Vickery’s next patient was a maie child, aged eight 
months, who had been admitted to hospital on January 10, 
1951, with the diagnosis of miliary tuberculosis, tuberculous 
meningitis and tuberculous cervical lymph glands. There 
was nothing relevant in the previous history. The child’s 
father had pulmonary tuberculosis. The child had had lumps 
in his neck for three months. At the time of his admission 
to hospital he had cervical adenitis and an impaired percus- 
sion note at the base of the left lung, with crepitations at 
both mid-zones. 

Pathological tests on his admission to hospital gave the 
following results. The Mantoux test produced a positive 
reaction with a dilution of 1:1000. Culture of the gastric 
contents obtained by lavage yielded a growth of acid-fast 
bacilli. A blood count gave the following information: the 
erythrocytes numbered 4,140,000 per cubic millimetre and 
the hemoglobin value was 11:5 grammes per centum; the 
leucocytes numbered 20,000 per cubic millimetre, 42% being 
neutrophile cells, 50% lymphocytes, 5% monocytes and 3% 
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ecsinophile cells. X-ray examination of the chest revealed 
hiiar lymph node enlargement and some nodular opaque 
areas in the upper zone of the left lung. 

The child was apyrexial until three weeks after his admis- 
sion to hospital. No apparent cause for pyrexia could then 
be found, so lumbar puncture was performed. The cerebro- 
spinal fluid was slightly opalescent; it contained 150 leuco- 
cytes per cubic millimetre, 95% being mononuclear cells. 
The protein content was 20 milligrammes per centum, the 
chloride content was 730 milligrammes per centum, and 
glucose was present. As a result of these findings, treatment 
was given along the following lines: 50 milligrammes of 
streptomycin per day were given by intrathecal injection 
for two months; 50 milligrammes of streptomycin per day 
were given by intrathecal injection for three months; 200,000 
units of streptomycin were given by intramuscular injection 
twice a day for nine months, with 0-5 gramme of PAS four 
times a day. 

Dr. Vickery said that the child had remained clinically 
well since his discharge from hospital; he had a lumbar 
puncture every month. On May 238, 1952, he had been 
readmitted to hospital because of an increase in the size of 
his cervical lymph glands. No acid-fast bacilli were ever 
found or grown from the cerebro-spinal fluid. Testing of 
the cerebro-spinal fluid by guinea-pig inoculation gave a 
negative result. 


Miliary Tuberculosis and Tuberculous Meningitis. 


Dr. Vickery next showed a male patient, aged ten months, 
who had been admitted to the hospital on May 10, 1951. 
Investigation of his previous history showed that he had 
had some vomiting at the age of six weeks, owing to a 
feeding error. His father had right pulmonary tuberculosis, 
and was receiving active treatment (artificial pneumo- 
thorax). The symptoms on the child’s admission to hospital 
were as follows: loss of weight for two months, a cough of 
one month’s duration, listlessness and tiredness for two 
weeks, occasional night sweats, and trembling and rolling 
of the eyes of two days’ duration. 

On examination, the child was pale and listless; he had 
obviously lost some weight and had a minimal amount of 
neck stiffness. Occasional fine crepitations were heard in 
both lungs. His temperature was 99° F. Examination of 
the cerebro-spinal fluid gave the following results: it con- 
tained 50 leucocytes per cubic millimetre, 40 being mono- 
nuclear cells and 10 polymorphonuclear cells; the protein 
content was 40 milligrammes per centum, the chloride con- 
tent was 700 milligrammes per centum, and a small amount 
of glucose was present. No acid-fast bacilli were seen in a 
smear. ~The Mantoux test produced a positive result with 
a dilution of 1:1000. The blood sedimentation rate was 18 
millimetres in one hour. A blood count gave the following 
information: the erythrocytes numbered 3,240,000 per cubic 
millimetre, the hemoglobin value was 83 grammes per 
centum, and the colour index was 0°85; the leucocytes 
numbered 26,800 per cubic millimetre, 75% being neutrophile 
cells, 16% lymphocytes and 7% monocytes; no eosinophile 
cells were seen. X-ray examination of the chest revealed 
a large area of consolidation in the upper lobe of the left 
lung and miliary nodulation of the right lung. The appear- 
ances were thought to indicate miliary pulmonary tubercu- 
losis, probably due to spread from an extensive primary 
complex. Treatment was given along the following lines: 
streptomycin was given by intramuscular injection (200,000 
units twice a day for twelve months) and by intrathecal 
injection (50,000 units per day for twenty-eight days and 
then every second day until October 25); PAS was given in 
a dosage of 0°5 gramme four times a day. On May 14, acid- 
fast bacilli were seen in a smear of the cerebro-spinal fluid. 


Tuberculous Peritonitis. 


Dr. Vickery finally showed a female child, aged three 
years and three months, who had been admitted to hospital 
on March 9, 1952, with the diagnosis of tuberculous 
peritonitis. She had had an attack of pneumonia seven or 
eight months earlier. The child’s father, mother and sister 
(aged fourteen years) all reacted to the Mantoux test, but 
showed no X-ray evidence of tuberculosis in the lungs. At 
the time of the child’s admission to hospital she had suffered 
from headache and abdominal pain for one week, an increas- 
ing swelling of the abdomen for three days, and the passage 
of blood and mucus per rectum for one day. The child was 
pale, but in no distress. Her abdomen was grossly distended, 
and distended veins were present in the abdominal wall; 
shifting dulness and a fluid thrill were found. No abnor- 
mality was detected in the respiratory system. 


A number of pathological tests were carried out.’ The 
blood sedimentation rate was 12 millimetres in one hour. 


Microscopic examination of the urine revealed no abnor- 
mality. No acid-fast bacilli were found in the material 
obtained by gastric lavage, and none were grown on culture. 
A blood count gave the following information: the erythro- 
cytes numbered 4,800,000 per cubic millimetre, the hemo- 
globin value was 13-5 grammes per centum, and the colour 
index was 0°94; the leucocytes numbered 6900 per cubic 
millimetre, 88% being neutrophile cells, 11% lymphocytes 
and 69% monocytes. No acid-fast bacilli were seen in a 
smear of the ascitic fluid, but culture of the fluid yielded a 
growth of acid-fast bacilli; guinea-pig inoculation produced 
a positive result. X-ray examination of the chest showed 
the appearances in the heart and the lung fields to be within 
normal limits. X-ray examination of the abdomen revealed 
some gas in the intestine towards the mid-line on both sides; 
the abdomen itself was distended, and its contents were 
obscured by a fairly dense uniform opaque area; the appear- 
ances were those of ascites. 

The child was treated by the administration of strepto- 
mycin, 300 milligrammes twice a day for t2n weeks, and 
PAS, 0:7 gramme every six hours for ten weeks. Her con- 
dition steadily improved, and the abdomen returned to 
normal size. At the time of the meeting she was free from 
symptoms. 

Congenital Obliteration of the Bile Ducts. 


Dr. KATHLEEN WINNING showed a male child, aged eighteen 
months, who had been jaundiced since the age of eight days. 
He was always irritable, and scratched himself if he was 
left alone. His stools were white and his urine was dark 
in colour. He had a good appetite and ate all food, including 


fats. 

On examination, the child was seen to be deeply jaundiced. 
The liver was enlarged to four fingers’ breadth below the 
costal margin. Cholesterol deposits were present in the 
buttocks, eyelids, skin creases and points of weight-bearing. 
On February 7, 1952, laparotomy was performed by Dr. J. 
Steigrad. The gall-bladder was small, and three stringy 
ducts were present, all dilated and not paient. No 
anastomosis was possible. Since then the liver had decreased 
in size. Despite deep sedation, the child had frequently to 
be admitted to hospital because of irritability and pruritus. 
He had had one episode of pneumonia. A number of investi- 
gations had been carried out. The blood cholesterol content 
was 190 milligrammes per 100 millilitres, the serum alkaline 
phosphatase content was 47 King-Armstrong units, the pro- 
thrombin time was 23 seconds (control 23 seconds), and the 
child was of blood group A and Rh-positive. 


Coeliac Disease. 


Dr. Winning next showed a male child, aged three years, 
who had been admitted to hospital on March 5, 1952. The 
child was a heterozygous twin, the youngest of four children; 
the others were well. His maternal uncle was a diabetic. 
The child had suffered from pertussis at the age of two 
years, and from varicella and measles. He had been 
immunized against diphtheria. His birth weight was seven 
pounds three ounces, and that of the other twin was six 
pounds fourteen ounces. His present weight was 31 pounds. 
The child had been born normally after a normal pregnancy, 
and been breast fed until the age of seven months. Since 
the age of two years he had been noticed by his motber to 
show a change of temperament; previously he had been 
happy and alert, but since that time he had been tired, 
irritable and not so energetic as before. He was as tall as 
his twin, but not so fat. His mother had noticed distension 
of his abdomen since he was twelve months old. His appetite 
was poor, and his mother was amazed that his stools were 
so large, since he ate so little. His stools were light in 
colour, large and foul-smelling, and he had about six motions 
per day. He had had trouble in walking, and walked with 
a shutfile. 

On his admission to hospital the child was seen to be pale 
and listless; he had a distended, tympanitic abdomen and 
wasted buttocks. No abnormality was detected in the central 
nervous system. He had a dry cough, but no abnormality 
was detected in the chest or heart. The liver and spleen 
were not palpable. In hospital he passed three or four large 
brown relaxed stools per day. He was sent for a holiday to 
Collaroy for one month. Having lost half a pound in weight, 
he was put on a celiac diet, consisting of cottage cheese, 
separated milk junket and jelly, ripe bananas, meat, two 
eggs per day, all vegetables except ater carrots and 
peas, salads, and no bread. 

On May 3 a pyrexial episode developed, and he was found 
to have atelectasis of the middle lobe of the right lung. He 
was given a course of penicillin. On May 6 the stools became 
very profuse, yellow, offensive and watery. The patient lost 
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weight. He was given “Kaomagma”, with no change in 
diet, and he gained in weight and was much brighter. On 
May 26 he was discharged from hospital. 


A number of investigations were undertaken. A full blood 
count gave the following information: the erythrocytes 
numbered 3,830,000 per cubic millimetre, and the hzemo- 
globin value was 11:4 granimes per centum; the leucocytes 
numbered 6500 per cubic millimetre, 383% being neutrophile 
cells, 53% lymphocytes, 13% monocytes and 1% eosinophile 
cells. The urine was acid and contained 0 to 4 leucocytes 
per high-power field; it yielded no growth of microorganisms 
on culture. The Mantoux test produced a positive reaction 
with a dilution of 1:1000, but a negative result with a 
dilution of 1:100 (May 10). Material obtained by gastric 
lavage yielded no growth of acid-fast bacilli on culture, and 
none were seen on examination of a smear. The erythrocyte 
sedimentation rate, by the micro method, was 13 millimetres 
in one hour. The blood urea content was 20 milligrammes 
per 100 millilitres. The Wassermann test failed to produce 
a reaction. No ova or parasites and no pathogens were 
found in the stools. In a twenty-four hour specimen of 
stools, no fat globules were seen; the total weight of the 
dried feces was 16 grammes; the total fat in the dried 
feces was 40% (64 grammes per day); 36% was split fat 
and 64% was unsplit fat. On March 27 X-ray examination 
after a barium enema revealed moderate dilatation of the 
whole bowel including the rectum; the appearance was sug- 
gestive of a hypotonic colon rather than of true Hirsch- 
sprung’s disease. X-ray examination of the long bones 
revealed no abnormality. In the chest there were a few 
areas of calcification in the right hilar region consistent 
with a primary tuberculous lesion. On March 13 a plain 
X-ray examination of the abdomen revealed no evidence of 
calcified mesenteric lymph nodes; there was an unusual 
quantity of air in the colon and small bowel. On May 2 
an area of dulness was detected at the base of the right lung 
in the region of the middle lobe; this was thought to be due 
either to pneumonia or to atelectasis. By May 14 some 
resolution had occurred, but some consolidation was still 
present in the middle lobe of the right lung. A glucose 
tolerance test gave the following results (milligrammes per 
100 millilitres): before ingestion of glucose, 90; half an 
hour after, 130; one hour after, 125; one and a half hours 
after, 120; two hours after, 112. In the urine no reducing 
substances were detected before the ingestion of glucose, or 
one hour and two hours afterwards. 


Pavor Nocturnus and Psychogenic Tics. 


Dr. D. S. Branpt showed a male child, aged nine years 
and nine months, who had been referred by Dr. Z. Wechsler, 
suffering from pavor nocturnus and psychogenic tics. The 
child was the second of four siblings and the elder of two 
sons. The father was described as being a “worrier’, and 
the mother was under psychiatric care because of various 
phobias. The other children were apparently normal. The 
child when brought to the hospital hid in the skirts of his 
over-protective mother, who showed little insight into his 
problems. She described him as being fidgetty and irritable, 
and as having developed various habit spasms; she said 
that he suffered from frequent vomiting attacks and com- 
plained of headaches and pain in the chest. He was slow 
at school, afraid of the dark and subject to periods of 
moodiness and bad temper. Inquiry into his early history 
showed that he had had three or four “turns” when he was 
about four years old; he went stiff, frothed at the mouth, 
rolled his eyes back and was unconscious for a few minutes. 
He had sat up at the age of six months and walked at 
thirteen months, but he had not spoken plainly until the age 
of about four years. 


Psychometric testing on November 22, 1951, showed that 
he had an intelligence quotient of 91 and a mental age of 
eight years and four months. Dr. Brandt said that the most 
interesting features of the test were the behaviour of the 
child, who was cooperative but full of odd mannerisms and 
habit spasms which intensified with failure, and his reading 
age of six years and two months. The two main etiological 
factors in the child’s mental ill health were thought to be 
environmental factors in his domestic sphere and his low 
reading age. He was enrolled in a special group for psycho- 
therapy, mainly play therapy and reading tuition. There 
was a continued improvement in his general social behaviour, 
and his reading improved noticeably. Pavor nocturnus 
ceased. It was thought that there would be a continued 
improvement in his capacity to adjust himself socially and 
to deal with problems of his domestic sphere, irrespective of 
what that might be. 


Epilepsy with Retarded Mental Development. 


Dr. Brandt also showed a male child, aged twelve years 
and five months, who had been referred by Dr. D. G. 
Hamilton from the seizure clinic. The child was an inmate 
of a Child Welfare Department home, and a report had 
been sent to the clinic that he was effeminate and had a 
tendency to handle and hoard women’s clothing and to be 
withdrawn; he lacked playing skill and was easily upset. 
At the time when he was referred to the hospital he had 
been having petit mal or minor motor seizures several times 
a day for two years. He had shown some response to 
phenobarbitone, but not much to “Tridione”, “Dilantin” or 
“Prominal”. The child had been deserted by his mother at 
an early age, and had been in the care of foster parents 
prior to his admission to the home in 1948; there he was 
reported as seeming to be a child who had been battered 
into submission, as having definite ideas of being persecuted 
and as having lost trust in adults, especially women. 


On examination of the child, his behaviour showed pro- 
nounced social immaturity for his age; he had an intel- 
ligence quotient of 65, a mental age of seven years and 
eight months, and a reading age of six years and five months. 
The impression was gained that he was suffering from 
mental retardation, that he had been subjected to much 
psychic trauma from unrevealed sources, that his social 
development was retarded, and that his reading age was a 
significant factor. 


Treatment was directed towards readjustment in the child’s 
interpersonal relationships and social readjustment, and 
education with appreciation of his mental age. Psycho- 
therapy, principally play therapy, was given with tuition in 
reading. His progress was reported on from three scurces. 
From the seizure clinic it was reported that, without any 
change in the anti-convulsant therapy, he had shown 
improvement. From the home where he was an inmate, it 
was reported that he showed considerable improvement in 
sccial adjustment, and that the disturbing habits had ceased. 
From the special classes at the clinic it was reported that 
he showed a general improvement in social behaviour, and 
gradual improvement in ability and interest in reading. Dr. 
Brandt said that it was expected that the child would show 
continued improvement and would attain a reasonable ability 
to adjust himself to the severe stress created by environ- 
mental circumstances and his epilepsy. 


Amyotonia Congenita. 


Dr. D. G. HAMILTON showed a female child, aged four years, 
who had been born “with weak muscles”. She had always 
had hypotonia and her movements had always been feeble. 
She was very late in sitting up and still could not walk. 
A slow improvement in muscle power had taken place. The 
muscles were rather small, but not atrophied, and the tendon 
reflexes were absent. Dr. Hamilton said that slow improve- 
ment would continue, but it was unlikely that normal power 
would ever be achieved.» The patient’s condition was a fairly 
mild example of a disease that varied from a degree of 
hypotonia, such as hers, to such severe weakness that little 
movement was possible and death resulted in a few months. 


Pseudohypertrophic Muscle Dystrophy. 


Dr. Hamilton discussed the occurrence of pseudohyper- 
trophic muscle dystrophy in five related boys. He said that 
the eldest had developed weakness of his legs five years 
earlier, with typical hypertrophy of the calves, and was now 
bedridden with widespread paralysis and wasting. His two 
younger brothers were affected, and their condition was 
slowly deteriorating. His uncle, aged seven years, and his 
cousin, aged four years, were affected, but at present their 
disease appeared to be stationary. Dr. Hamilton said that 
the disease affected boys much more commonly than girls, 
and was most often inherited as a sex-linked characteristic. 


Tuberous Sclerosis. 


Dr. S. E. J. Rospertson showed a male child, aged eleven 
years, who came from a family in which there was no 
record of fits, mental degeneration, facial nodules, blindness 
or cysts in the lungs. His mother suffered from no illness 
during pregnancy and her confinement occurred at full time 
and was apparently normal. The child’s physical progress 
was apparently normal, and he had walked at the age of 
ten and a half months. Convulsions commenced at the age 
of two days and from that time on recurred at monthly 
intervals. They were generalized in type, but occasionally 
were more like fainting turns. At the age of five and a half 
years he attended the hospital and was treated with 
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“Tridione”’ and phenobarbitone, but control of convulsions 
wes unsatisfactory. They had since been moderately well 
eoutrolled with phenytoin sodium and phenobarbital, and 
at present he was free of convulsions, taking 0:1 gramme 
of phenytoin sodium four times a day, 30 milligrammes of 
phenobarbital twice daily and 20 milligrammes of racemic 
amphetamine sulphate daily. His progress at school had 
always been poor, but over the last year mental deterioration 
hed been rapid. Also for the last year he had been noticed 
to have small hard lumps on his face, which had begun on 
his nose and spread to his cheeks, forehead and chin. 


On examination, the patient was a well-built, strong- 
looking boy whose growth was normal for his age. Careful 
search of his fundi revealed no abnormality. His cranial 
nerves were intact. There was no detectable change from 
normal in muscle power, tone or coordination in the limbs. 
His superficial and deep reflexes were all present and 
normal. On his nose, cheeks, forehead and chin were 
scattered small discrete nodular pink papules. Radiological 
examination of his skull revealed no areas of calcification, 
nor did a radiographic examination of his lung fields reveal 
any cystic changes. His blood did not react to the Wasser- 
mann test. His mental age was estimated when his chrono- 
logical age was ten years and eight months and found to be 
six years and four months by the Binet method. At that 
time his vocabulary was that of a child of six years. 


Dr. Robertson said that the child was presented as a 
very probable subject of tuberose sclerosis. Such a diagnosis 
depended on whether the rash on the face was that which 
was typical of the condition. If so, the severe convulsions 
and the rapid increase in mental deterioration would be con- 
firmatory. Careful search of the fundi had revealed none of 
the retinal nodules or tumours of the nerve head which were 
said to be characteristic. Honeycomb lungs and tumours 
of the viscera had been reported, but there was no evidence 
of such changes in the patient. 


(To be continued.) 





Dut of the Past. 





In this column will be published from time to time 
extracts, taken from medical journals, newspapers, official 
and historical records, diaries and so on, dealing with events 
connected with the early medical history of Australia. 





THE INFLUENZA.’ 
[Sydney Gazette, November 22, 1838.] 





This almost general ill has lasted several days, and now 
appears to be more prevalent than ever: scarcely any 
person being free from it to a greater or lesser degree. It 
has terminated fatally to a great extent. Most of the cases 
which have so occurred, are of persons whose constitutions 
have become debilitated either through intemperance and 
leading an irregular life, or by chronic diseases. The 
fatality has been greater among children than with adults. 
The symptoms vary very much: in some instances the 
patient exhibits the same appearance as when labouring 
under a violent cold, attended with cough, while in others 
the excitement occasioned by fever is very great, producing 
restlessness, and in many cases attended with delirium. No 
less than ninety persons died in Sydney during the past 
week from this distressing complaint—seven of whom, 
mostly children, died on the rocks in one day. 


We perceive by advertisement that our industrious 
auctioneer, Mr. J. T. Wilson, will bring to the hammer this 
day, 200 kegs of Gunter’s lemon syrup. In these days of 
coughing notoriety, nothing could have been more opportune, 
nor any medicine tend more to the restoration of invalids 
attacked with this raging disease. It is surprising to us 
that some spirited individual does not offer to the public 
some of the lands at Watsons Bay, laid out as a village, as 
we understand it is the opinion of the greater part of the 
faculty, that a residence in this spot for ten days only would 
entirely effect a cure of this dreadful malady. 





1From the original in the Mitchell Library, Sydney. 


Correspondence, 





DOCTORS AND THE NEEDS OF THE COMMUNITY. 





Sir: In 1948 I wrote an article at the request of the 
Courier Mail on the question of the shortage of doctors, and 
concluded by attempting to answer the question: “How many 
doctors does Queensland require?” 


Of course this question cannot be answered easily, but I 
was of the opinion that the answer depended on the follow- 
ing: (i) The number considered necessary to provide a 
service of requisite standard and extent. (ii) The number 
that we can afford to employ. (iii) The number of efficient 
practitioners that can be trained in the University of Queens- 
land Medical School. (iv) The number that come from and 
go to other States. (v) The number that come from and go 
abroad. 

A year or so ago the Department of Labour and Industry 
were examining the question, and I supplied certain informa- 
tion to them, and suggested that when they had finished 
their survey they should publish results in THe MeEpIcaL 
JOURNAL OF AUSTRALIA. For some reason or other this has 
not been done. 

When the Department of Labour and Industry were 
working on the problem they had to allow for an increase of 
population by immigration, which at the time was quite 
large. By reason of the drop in numbers brought about this 
year by many causes, even though it is temporary, it has 
an important effect on the doctor-to-population ratio. 

Your readers may remember a special article in the 
journal (December 18, 1948) on the overcrowding of the 
profession in New South Wales by Hugh R. G. Poate. Dr. 
Poate’s conclusion was: “On the basis of the figures pre- 
sented, the position regarding absorption of the younger 
graduates is fairly satisfactory up to 1950, although many of 
the younger men today are finding the setiling-in process 
enervating and slow, especially those who have spent several 
years in post-graduate specialization.” 

He also states that the “surplus of 1378 medical men in 
New South Wales by 1958 is an extremely serious matter to 
contemplate, and even on the low ratio of 1 in 800 of popula- 
tion an increase of population of 1,102,400 will be needed to 
absorb them”’. 

This year I wrote to the Queensland Branch of the British 
Medical Association and advised the Federal Council should 
give consideration to the question of the number of doctors 
that were needed in Australia. So far I have not heard of 
anything being done and must conclude my letter, like I 
concluded the article in the Courier Mail. 

“Must the answer be left to the so-called law of supply 
and demand?” If the problem is not taken seriously and it 
is a very difficult problem, I fear that some doctors are 
going to be extremely disappointed. 

Yours, etc., 
E. S. MEYERs, 
Assistant Professor of Social and 
Tropical Medicine. 
The University of Queenslanu Medical School, 
Herston Road, 

Brisbane, N.1. 
November 13, 1952. 





A MESSAGE TO MORTALS. 





Sir: Your editorial (THE MEDICAL JOURNAL OF AUSTRALIA, 
November 8, 1952) seemed to me an unjust criticism of 
Brock Chisholm’s positive approach to health. Chisholm, like 
his critic Desmond Curran, put his case for ordinary mortals 
in plain language. Also, Chisholm’s case seems to me to need 
more urgent attention, at least from most psychiatrists, than 
the admittedly sound arguments you quote from Curran. 
Again, Chisholm’s own plea for plain words appears in the 
outline of his argument for “positive” psychiatry quoted 
below (Chisholm, 1946): 

. this is a sick world, with . . . chronic, but ever 
more extensive and serious sickness. Though it 
seems ... few want war...and many suffer in many 
ways during wars, man persists in this senseless 
behaviour .. . air transport and the atomic bomb are 
only the latest steps in breaking down the 
geographical barriers. . . . We are all now, perforce, 
citizens of one world, whether we are sufficiently mature 
adequately to carry that responsibility or not ... we 
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are the kind of people who fight wars every fifteen or 
twenty years ...as far back as we know anything of 


the race... 
When we see neurotic patients showing the same 
reactions in their private affairs we may ... try to help 


the person in trouble to grow -up over again more 
successfully than his parents were able to do. ... The 
responsibility for charting the necessary changes in 
human behaviour rests clearly on the sciences working 
in that field. Psychologists, psychiatrists, sociologists, 
economists and politicians must ... earnestly consider 
what can be done to save the race .. . from its insatiable 
desire for its own blood ... strong combinations of 
powerful nations .. . legislation . . . pretending that 
now everyone will love everyone else ... prayer and 
fasting . . . control of enemy industries ... all have 
been tried repeatedly and uniformly unsuccessfully. ... 

All psychiatrists know where these symptoms come 
from. The burden of inferiority, guilt and fear we have 
all carried lies at the root of this failure to mature 
successfully. Psychotherapy is predominantly .. . reduc- 
tion of ... this load. . . . What basic psychological 
distortion can be found in any civilisation of which we 
know anything? ... the concept of right and wrong, 
the poison long ago described and warned against as 
“the fruit of the tree of the knowledge of good and 
evil”. . . . We have been very slow to rediscover this 
truth and... artificially imposed inferiority, guilt and 
fear, commonly known as sin, under which we have 
almost all laboured, and which produces so much of the 
social maladjustment and unhappiness in the world 
. . . we have bowed our necks to the yoke of the con- 
viction of sin. ... 

To produce a generation of mature citizens is the 
biggest and most necessary job any country could 
undertake and the reward in saving of misery and 
suffering would be colossal. ... What the world needs 
from psychiatry is honest, simple and clear thinking, 
talking and writing. It needs the same from psychology, 
sociology, economics and politics. Clear and honest 
thinking can almost always be expressed in simple 
words which are understandable by the people who 
matter in a democracy ... the teachers, the young 
mothers and fathers, the parent-teacher associations, 
youth groups, service clubs, schools, colleges, churches 
and Sunday schools—everyone who can be reached and 
given help toward intellectual freedom and honesty for 
themselves and for the children whose future depends 
on them . . psychology and sociology and simple 
psychopathology, the sciences of living, should be made 
available to all the people .. . all children in primary 


and secondary school. ... Only so, I think, can we help 
our children to carry the responsibilities as world 
citizens as we have not been able to do... prevent their 


having to live in a world of fear and chaos and cruelty 
and death, far more horrible than we can know. 

I appeal to would-be “positive” workers in preventive 
mental hygiene, as a general public health project, to contact 
me, whatever their qualifications, or to write to the Institute 
for Semantography, 5 Maroubra Bay Road, Pagewood, New 
South Wales, where the tool for carrying out Chisholm’s plan 
has, I firmly believe, been evolved. It is so promising 
(Professor Meredith, a psychiatrist, of Leeds, Bertrand 
Russell, Professor Reiser and other representative experts 
have commended it) that I feel we will soon no longer say. 
as Chisholm did: “Can such a program of re-education or a 
new kind of education be charted? I would not presume to 
go so far.” All I ask of those who disagree is that they put 
to me or the Institute any important verbal “bone of con- 
tention” which cannot be explained clearly and dispas- 
sionately to any sane person with a mental age of twelve, 
using less strokes of the pen than in any natural (phonetic) 
language script, and taking less time for teacher and pupil 
than any previous method. The basic symbols, “crystal- 
clear’ in any language, eliminate (or at least lay bare) 
ambiguities, paradoxes, disguised value-judgements, and all 
the other “inflammable”, “explosive” or “poisonous” radicals 
in the chemistry of thought which do not appear in the 
empirical formulations of natural languages. 

Unless groups of working enthusiasts can be formed among 
students of the humanities, UNESCO and most official bodies 
can be expected to go on dealing with semantography 
politely with deaf ears, smoked glasses, red tape and pigeon- 
holes. 

Yours, etc., 

Mental Hospital, 

Kenmore, 
New South Wales. 

November 11, 1952. 


DouGLas EVERINGHAM, M.B., B.S. 


Reference. 


Chisholm, G. Brock (1946), “The Psychiatry of Enduring 
Peace and Social Progress”, a brochure of the William Alanson 
White Psychiatric Foundation (reprinted from Psychiatry, 
February, 1946). ; 





PENICILLIN INJECTIONS IN DOMICILIARY VISITS. 





Sir: In a letter published in your-issue of July 24 I 
described a simple method of sterilizing injection needles for 
use on domiciliary visits. Dr. D. W. Johnson, the Deputy 
Director-General of Health, Queensland, has in correspon- 
dence with me raised the question of whether satisfactory 
sterilization of these needles can be obtained by autoclaving, 
since ordinary paper as a cap is almost impervious to steam, 
and moist heat is required. I neglected to mention that I 
use tissue paper for capping, and the inside of the tube 
should not be dried after cleaning, as a thin film of water is 
helpful in generating steam inside the tube. If the auto- 
clave method is used, I would stress the importance of these 
points. Dr. Johnson, however, suggests hot air sterilization 
as more certain. I quote from his letter: “Why don’t you 
sterilize these in a hot air oven. A laboratory type oven 
operating at 320° F. would be excellent, but you could do it 
quite satisfactorily in your domestic oven after the evening’s 
cooking is done. A temperature of from 300° to 350° for 
two hours would be quite effective. You should not exceed 
350°, otherwise you might get charring of the cotton wool.” 

I am indebted to Dr. Johnson for this suggestion and hope 
it will be helpful to others. 


Yours, etc., 
5 Tyers Street, B. D. VAUGHAN. 
Portland, 
Victoria. 


November 11, 1952. 





THE MEDICAL BENEVOLENT ASSOCIATION OF 
NEW SOUTH WALES. 





Sir: I have just read Dr. Whiteman’s letter in today’s 
issue of your journal, drawing attention to the Christmas 
Appeal of the Medical Benevolent Association, and as one of 
the olders I feel that the matter is of such importance that 
I would like, through your columns, to warmly support Dr. 
Whiteman and urge the whole profession to whole-heartedly 
respond to his appeal. 

There are many—aged and infirm, widows and orphans— 
who are not going to have a very happy Christmas without 
our help, and at a time when we shall all be spending 
freely to provide a happy Christmas for our own families, 
surely it is not too much to ask that we should contribute 
something to bring back memories of happier days to those 
less fortunate than we are. 

I hope that all your readers will give to the utmost of 
their ability, and may I add, do it quickly so that the com- 
mittee may know in good time just how happy a Christmas 
they will be able to provide for their charges. 

Yours, etc., 

227 Macquarie Street, C. BICKERTON BLACKBURN. 
Sydney, 

November 29, 1952. 





Dbituarp. 


JOSEPH RUSKIN CORNISH. 








WE are indebted to Dr. F. Boyd Turner for the following 
appreciation of the late Dr. Joseph Ruskin Cornish. 


Joseph Ruskin Cornish, who died on July 4, 1952, was one 
of South Australia’s most loved and respected medical prac- 
titioners. 

He graduated at the University of Adelaide in 1923 and 
gained his F.R.C.S., Edinburgh, in 1926. After his return to 
Australia he was in practice at Tailem Bend until 1937, when 
he bought the late Dr. John O’Brien’s practice at Grassmere. 
He remained there until the Japanese entered the war. 


His part-time military duties then changed to full-time 
duties, and he went to New Guinea as a major in the Third 
Field Ambulance. For his skill and administrative ability 
and attention to duty whilst in charge of a hospital on the 
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Kokoda Trail he was mentioned in dispatches. After his 
return from New Guinea he was invalided out of the army 
and for health reasons sold his practice. 


After a time as surgical superintendent at the Royal 
Adelaide Hospital he joined the Commonwealth Rehabilita- 
tion Service as their Senior Medical Officer in South Aus- 
tralia. In addition he was an honorary anesthetist at the 
Royal Adelaide Hospital and Adelaide Children’s Hospital 
and gave anesthetics at the Repatriation General Hospital, 
Springbank. He was President of the South Australian 
Branch of the Australian Society of Anesthetists (British 
Medical Association). He served a term on the Branch 
Council and took a great interest in all medical activities 
in South Australia. 


In all these activities he was always affectionately known 
as “Joe” both by his colleagues and by his patients. His 
skill and advice were constantly sought by all. His old 
patients were always inquiring after him, and many 
rehabilitation patients have cause to remember his liberal 
interpretation of official red tape. 


He leaves a wife, two sons and a daughter, to whom we 
extend our sympathy. 


Dr. N. Stannus Gunning writes: During my command of 
the Third Field Ambulance in New Guinea I was very 
fortunate in having Major Cornish as a company commander. 
He was very popular with both officers and men, and the 
members of his own company showed by their enthusiasm 
and work, at times under difficult conditions, that they fully 
appreciated Major Cornish, not only as an officer but as a 
man. To show the type of work he was able to control, at 
one stage in the early days of the New Guinea phase of the 
war, he organized and with aid of his company looked after 
a daily average of 300 men suffering from dysentery under 
extremely bad conditions. With his pleasant personality and 
careful consideration of any problem, the work of the unit 
was greatly enhanced by his presence, and it is very pleasing 
to everyone to know that his work was appreciated to such 
an extent that he was mentioned in dispatches. I would like 
to conclude by saying what I often remarked when he was 
alive that “Joe” was a good citizen, and his passing will be 
a great loss to the community. 


Dr. W. D. Ackland-Horman writes: It was my good 
fortune to become associated with the late Dr. Joseph Ruskin 
Cornish ‘when he was in charge of the Rehabilitation Section 
of the Department of Social Services in Adelaide. As in 
other spheres of his life, he left his mark here. Probably 
he would never have turned towards this sphere of medical 
practice had not a severe coronary attack forced him to 
relinquish the arduous life of surgeon cum general prac- 
titioner. Characteristically he threw himself into the work 
of rehabilitation. His great sympathy and understanding 
were a wonderful boon to the men with whom he came into 
contact. There was no length he would not go to in order 
to get a case accepted by the department if he felt that the 
cause was worthy. If there was some way by which he could 
hasten a patient’s recovery he would not hesitate to slash 
any opposition that prevented him, and he was usually right. 
Nor was his clinical acumen to be despised. In rehabilita- 
tion cases at least six months’ treatment is needed and 
sometimes up to three years, and often the consultants 
would appreciate a confab with “Old Joe” to discuss the 
cases with them. He was often able to give hope to the 
hopeless and inspire the young chronically handicapped with 
the idea that there was a useful niche in the world for 
them. Indeed, many of those who were able to give away 
the invalid pension and become useful citizens again owe 
their success to his perspicacity, treatment and advice. His 
other medical interest was anesthesia and in this his attain- 
ments were not inconsiderable. He played an dctive part 
in anesthesia in this State until carrying around gas 
cylinders became too much for him. He died as he lived, 
in service to his fellow men. At the end, when he was 
practically living on trinitrin, he continued to work and 
serve people who were often less sick than himself. And 
if there was any doubt whilst he lived that he was greatly 
loved and respected, there certainly was not on his death. 
Tributes came from all over the State. The large number 
of fellow practitioners attending his funeral drove home the 
fact that here was one who had upheld the highest traditions 
of the medical profession. His loss will be greatly felt by 
all who knew him. 
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FRANK CLARK. 





WE regret to announce the death of Dr. oe Clark, 
which occurred on November 18, 1952, at Mount Albert, 
Victoria. 





Australasian Medical Publishing 
Company, Limited, 





ANNUAL MEETING. 





THE annual meeting of the Australasian Medical Pub- 
lishing Company, Limited, was held at The Printing House, 
Seamer Street, Giebe, New South Wales, on November 19, 


1952, Dr. W. L. Calov in the chair. 


Directors’ Report. 


The report of the directors of the company was as follows. 


The directors submit their report for the twelve months 


ended June 30, 1952, together with the balance sheet as at 
June 30, 1952, and the profit and loss account for the twelve 


months ended June 30, 1952. 

The contributions to THE MeEpicaL JOURNAL OF AUSTRALIA 
have been of high standard. Unfortunately for some time 
past good quality printing papers have been difficult to 
obtain, but it is expected that a better and more suitable 
paper for the journal will be available in the near future. 

The result of the year’s production in the printing and 
publishing department was satisfactory, and arrangements 
have been made for the payment of debenture interest for 
the year ended June 30, 1952. 

The company’s reserves are used in the business, and we 
consider the state of the company’s affairs is satisfactory. 

Dr. A. E, Lee and Dr. W. F. Simmons retire from office by 
rotation in accordance with the Articles of Association 
(Article 39). They are eligible and present themselves for 
reelection. 

H. S. NEWLAND, 
Chairman. 


August 24, 1952. 


Election of Directors. 


Dr. A. E. Lee and Dr. W. F. Simmons were reelected to 
the Board of Directors. 





WMotice, 


THE INSTITUTE OF CHILD HEALTH. 








AT 8 p.m. on Wednesday, December 10, 1952, in the Lecture 
Theatre at the School of Public Health and Tropical Medicine, 
University of Sydney, Dr. R. M. Mills will present the follow- 
ing papers: (i) “Tuberculous Infection and its Source in 
Primary School Children”; (ii) “‘The Source of Tuberculous 
Infection in Patients at the Royal Alexandra Hospital for 
Children, Sydney”; (iii) “The Prognosis of Tuberculous 
Infection in Infants under the Age of Two Years”. The 
papers will be presented briefly to allow ample time for 
— All medical practitioners are cordially invited to 
attend. 





Wedical Appointments. 





Dr. S. E. Smith has been appointed to the Department of 
Public Health, New South Wales. 

Dr. H. G. Wallace has been appointed Director-General of 
Public Health, Chief Medical Officer of the Government, 
President of the Board of Health, Inspector-General of Hos- 
pitals and Charities, and commissioner under the Venereal 
Diseases Act, 1918, as amended, and also an inspector under 
the Anatomy Act, 1901, for New South Wales. 


Dr. D. A. S. Fraser has been appointed Inspector-General 
of Mental Hospitals, and for the purposes of the Lunacy 
Act, 1898, as amended by subsequent Acts, Inspector-General 
of the Insane, for New South Wales. 


ominations and Clections. 





THE undermentioned has applied for election as a member 
of the New South Wales Branch of the British Medical 
Association: 

Connolly, John Anthony, M.B., B.S., 1952 (Univ. Sydney), 
25 Calliope Street, Guildford, New South Wales. 





Diarp for the Month. 


Dec. 8.—Victorian Branch, B.M.A.: Executive Committee. 
Dec. 9.—New South Wales Branch, B.M.A.: Executive and 


Finance Committee. 





Dec. 10.—Victorian Branch, B.M.A.: Council Meeting. 
Dec. 11.—New South Wales Branch, B.M.A.: Branch Meeting. 


Dec. 11.—South Australian Branch, B.M.A.: Clinical Meeting. 
Dec. 16.—New South Wales Branch, B.M.A.: mmit 


Dec. 16.—New South Wales Branch, B.M.A. : Medical Politics 
Committee. 





Wevical Appointments: Important Motice. 





MEDICAL PRACTITIONERS are requested not to apply for any 
appointment mentioned below without having first communicated 
with the ® Honorary Secretary of the Branch concerned, or with 

of the British Medical Association, 

Tavistock “Square, London, W.C.1. 

New gouth Wales Branch (Medical Secretary, 135 Macquarie 

Sydney): All contract practice appointments in 

New outh Wales. 
Victorian Branch (Honorary Secretary, Medical Society Hall, 
bourne): Associated Medical Services ted ; 
all 1 Institutes OF Medical Dispensaries ; Australian Prudential 
Association, Proprietary, Limited; Federal Mutual Medical 
Benefit Society; Mutual National Provident Club: National 
Provident Association ; Hospital or other appointments out- 

side Victoria. 

Queensland Branch (Honorary Secretary, B.M.A. House, 225 
Wickham Terrace, Brisbane, B17): Brisbane Associated 
Friendly Societies’ Medical Institute; Bundaberg Medical 
Institute. Members accepting LODGE appointments and 
those desiring to accept appointments to any COUNTRY 
HOSPITAL or position outside Australia are advised, in 
their own interests, to submit a copy of their Agreement to 
the Council before signing. 

South Australian Branch (Honorary Secretary, 178 North 
Terrace, Adelaide): All Contract Practice appointments in 
South Australia. 

Western Australian Branch (Honorary Secretary, 205 Saint 
George’s Terrace, Perth) : Norseman Hospital; all Contract 
Practice appointments in Western Australia. All govern- 
ment appointments with the exception of those of the 
Department of Public Health. 


_— 
——— 


Editorial Motices. 


Manuscripts forwarded to the office of this journal cannot 
under any circumstances be returned. Original articles for- 
warded for publication are understood to be offered to TH 
MEBSOAL JOURNAL OF AUSTRALIA alone, unless the contrary be 
stat 

All communications should be addressed to the Editor, THs 
MpvICAL JOURNAL OF AUSTRALIA, The Printing House, Seamer 
Street, Glebe, New South Wales. (Telephones: MW 2651-2.) 

Members and subscribers are requested to notify the Manager, 
THE MEDICAL JOURNAL OF AUSTRALIA, Seamer Street, Glebe, 
New South Wales, without delay, of any irregularity in the 
delivery of this journal. The management cannot accept any 
responsibility or recognize any claim arising out of non-receipt 
of — unless such notification is received within one 
month. 








SuBscripTION RaTES.—Medical students and others not 
receiving THE MEDICAL JOURNAL OF AuUsTRALIA in virtue of 
membership of the Branches of the British Medical Association 
in the Commonwealth can become subscribers to the journal by 
applying to the Manager or through the usual agents and book- 
sellers. Subscriptions can commence at the beginning of any 
quarter and are renewable on December 31. The rate is £5 
per annum within Australia and the British Commonwealth of 
Nations, and £6 10s. per annum within America and foreign 
countries, payable in advance. 





